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rheumatoid arthritis.”" 
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57.6 per cent of patients with rheumatoid arthritis respond to the extent 


of “remission” or “major improvement.” 
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Brand of meclizine hydrochloride 


BoNAMINE CHEWING T'ABLETS— provide 
motion-sickness medication which 


(1) is pleasantly mint flavored, acceptable to 
children and adults who dislike taking pills 
(2) is rapidly effective (most of the medication 
is extracted by 5 minutes of chewing) 

(3) requires no water for administration 

(4) promotes salivation and maintains the 
normal downward gastrointestinal gradient. 


BONAMINE in a single oral dose of 25 to 

50 mg. has a remarkably prolonged action— 
9 to 24 hours. Notably free from side 
reactions. 


BONAMINE medication is also indicated for the 
control of vertigo associated with vestibular 
and labyrinthine disturbances, cerebral 
arteriosclerosis, radiation therapy, Meniére’s 
syndrome and fenestration procedures. 


BONAMINE CHEWING TABLETS contain 25 mg. 
of Bonamine each and are supplied in packets 
of 8, individually wrapped. 


Also supplied as BONAMINE TABLETS of 25 mg. 
each, scored and tasteless, in boxes of 8 and 


bottles of 100 and 500. 
*Trademark 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
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Recreational facilities include riding, group games, 
selected movies under competent supervision of 
skilled personnel. 


Catalogue on request. 


Barclay J. MacGregor 


G. H. Marquardt, M.D. 
1 Di Registrar 


a irector 


26 GENEVA ROAD, WHEATON, ILL. 


(Near Chicago) 












Say you saw it in the Journal of the Michigan State Medical Society 


Bellaire 

, Detroit 
, Detroit 
ansing 
1oldwater 
Lansing 


E ACT 


, oy 
ity 4 
Desi 
lanistique 


, Detroit 
, Pontiac 
, Detroit 
, Detroit 

Detroit 
Bay City 


r Society 
|, Detroit 
r Society 
Lansing 


., Detroit 
r Society 
_ Lansing 
r Society 
.alamazoo 


Muskegon 
r Soctety 
d Rapids 
Lansing 


, Detroit 
r Society 
id Haven 
nn Arbor 


, Lansing 





Each cc. contains: 

Hydrocortisone acetate. .. .50 mg. 
Physiological salt solution. .. .q.s. 
(containing 4 mg. polysorbate 80 
and 5 mg. carboxymethylcellulose) 
Preserved with benzyl alcohol 0.9% 


Supplied: 


5 ce. vials 
*eGISTERED TRADEMARK FOR THE UPJOHN 
BRAND OF HYDROCORTISONE (COMPOUND F) 


Tse Upyoun Company, KaLamMazoo, MICHIGAN 


“et, Sterile Injectable : 
‘tt Acetate, SO mg. I 


6 ir 














Intra-articular 


treatment of 


arthritis, 


bursitis... 


STERILE, AQUEOUS 





Say you saw it in the Journal of the Michigan State Medical Society 





You and Your Business 


PPOLDDILLDDL DDS DODDLDDIDD DIDO DIDO DDDDDDDDDD DDD DDDDDDDDODDIDODIDODDDODDDOD DIDO DIDODIDODODODDD DE DOG N, 
MICHIGAN STATE MEDICAL SOCIETY ANNUAL SESSION 


Civic Auditorium—Pantlind Hotel, Grand Rapids 
Wednesday-Thursday-Friday, September 28, 29, 30, 1955 
YOU are invited to attend the Ninetieth 





ALCOHOLISM CONFERENCE— 
JULY 27-29 


MSMS is among the twenty-three co-sponsoring 
agencies planning a statewide conference on the 
topic “Alcoholism in Our Society” which will be 
held at Western Michigan College of Education, 
Kalamazoo, beginning at 4 p.m., Wednesday, July 
27, and ending at noon, July 29. 

Several agencies are co-operating with the 
Michigan State Board of Alcoholism in staging 
the conference, which will deal with alcoholism 
as it relates to health, law, social welfare, and 
education. 

The meeting Thursday afternoon, July 28, will 
be devoted to alcoholism and health with three 
doctors of medicine featured as speakers: R. M. 
Athay, M.D., Detroit, “Clinical Approach”; C. M. 
Schrier, M.D., Kalamazoo, “Psychiatric Aspects of 
Alcoholism”; and C. K. Stroup, M.D., Flint, 
“Hospitalization of Alcoholism.” 

Three other M.D.’s appointed by MSMS will 
serve as moderators to panel discussions following 
the presentations by these speakers: C. M. Schrier, 
M.D.; R. A. Morter, M.D., and D. G. May, M.D., 
all of Kalamazoo. 

The Conference will concern itself also with 
how the professions, legal, teaching, ministry, so- 
cial welfare, and industry, can jointly co-operate 
in dealing with alcoholism as a major public health 
problem. 

It is requested that a check in the amount of 
$15.00 accompany reservation requests to be sent 
to the Division of Field Services Western Michigan 
College, Kalamazoo, Michigan, before July 18. 
Reservation includes meals, room, linen and maid 
service in one of the modern dormitories at the 
College. Free parking in the dormitory lot is 
available. Refund requests for necessary cancella- 


tions due to change in plans should be received by 
July 22. 


MENTAL HEALTH IN PERIODIC 
HEALTH APPRAISAL 


The following statement of responsibility of 
the doctor of medicine to the patient in mental 
ill health was adopted recently by the Committee 
on Mental Health of the Michigan State Medical 
Society: 

“It is an inescapable fact that Mental Health is the 
Number One health problem in America. Conservative 
estimates indicate that one out of every twelve persons 
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will be afflicted by some form of mental or emotional 
disorder. Latest reports reveal that 700,000 mental 
patients now occupy more than 50 per cent of all the 
hospital beds in the United States and that 30 per cent 
of all patients who enter general hospitals suffer from 
illnesses that are fundamentally emotional in character. 
In addition, it is well known that at least one-half of 
the patients who consult their family physicians do so 
because of symptoms which have an emotional origin. 
Finally, the sum of $1,100,000,000 is paid out each 
year for the care of mentally ill patients, an amount 
which represents one-third of the entire national budget 
for medical care. 

“The foregoing facts impose a responsibility on every 


physician to enlarge his therapeutic armamentarium to | 


the point where he can be of service to the patient in 
mental ill health. The foregoing facts impose no less 
an obligation on the Medical Society to encourage its 
members to assume this responsibility. 
therefore, that any periodic health appraisal must include 
an awareness of the emotional status of the persons 
examined.” 

This statement was approved by the Executive 
Committee of The Council, Michigan State Medi- 
cal Society, at its meeting of April 20. 


HIGHLIGHTS OF THE EXECUTIVE 
COMMITTEE OF THE COUNCIL 
Meeting of April 20, 1955 

Ninety-three items were presented to the Ex- 
ecutive Committee of The Council at its April 
20 meeting in Kalamazoo. Chief in importance 
were: 


* Salk Polio Vaccine.—Background of events : 


emerging statewide and in the Legislature since 
the April 12 evaluation report on Salk polio 
vaccine was presented by Secretary Foster, 1n- 
cluding April 9 letter to MSMS membership. 
Background for a statement re a uniform fee 
that could be recommended for use throughout 
the state was thoroughly discussed and motion 
was made “that the Executive Committee of 
The Council recommend a minimum of $2. 
per injection for office administration of Salk 
polio vaccine, plus the cost of the vaccine— 
as a fee only during this public health emer- 
gency.” A night letter to the 55 component 
county medical societies with explanatory 1 
formation on this action was authorized, to- 
gether with a news release to the public. 
Jonas E. Salk, M.D., and Michigan’s own 
(Continued on Page 644) 
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HIGHLIGHTS OF THE COUNCIL 
(Continued from Page 642) 

Thomas Francis, Jr., M.D., were complimented 
by the Executive Committee of The Council 
for the development and the evaluation of the 
Salk polio vaccine; the Michigan delegation to 
the AMA House of Delegates was authorized to 
develop a suitable resolution complimenting 
Doctors Salk and Francis, for presentation to 
the AMA House of Delegates at June Atlantic 
City session. 

A vote of thanks was extended to R. R. Dew, 
M.D., of Kalamazoo, for his presence and ex- 
cellent information on the subject of Salk polio 
vaccine distribution. 

Beaumont Memorial.—Senate Concurrent Res- 
olution No. 34 (adopted by the 1955 Michigan 
Legislature) re gift of the Beaumont Memorial 
to the State of Michigan, was read and ordered 
published in JMSMISS and framed for hanging 
in the Beaumont Memorial and in the MSMS 
headquarters at Lansing. A vote of thanks to 
the Michigan Legislature was spread upon the 
minutes of the Executive Committee. 

Committee Reports.—The following committee 
reports were presented and given consideration: 
(a) Geriatrics Committee, meeting of March 
15; (b) Mental Health Committee, March 16; 
(c) Tuberculosis Control Committee, March 
18; (d) Child Welfare Committee, March 31 
(including four subcommittee reports) ; (e) Leg- 
islative Committee, March 30; (f) Advisory 
Committee to Michigan United Fund, Inc., 
March 30; (g) National Defense Committee, 
April 6; (h) Rheumatic Fever Control Com- 
mittee, April 13; (i) Rural Medical Service 
Committee, April 14; (j) Maternal Health 
Committee, April 14 (including four subcom- 
mittee reports; (k) Special Committee with 
Veterans Organizations, April 19; (1) M.D. 


YOU AND YOUR BUSINESS 





























Placement Program, April 20; (m) Basic Sci- 
ence Study Committee, April 12. 

Report from E, F. Sladek, M.D., Traverse City, 
on migratory labor situation in Michigan was 
accepted, with thanks. 

Joint meeting of this Executive Committee with 
the Executive Committee of the Board of Com- 
missioners of the State Bar of Michigan was 
set for October 19, and with the Executive Com- 
mittee of the Board of Michigan Hospital Serv- 
ice for December 14. 

President Robert H. Baker, M.D., Pontiac, an- 
nounced that Dr. Charles L. Anspach, Ph.D., 
President of Central Michigan College, Mt. 
Pleasant, had been selected as 1955 Biddle Lec- 
turer. 

R. D. Mudd, M.D., Saginaw, and T. I. Boileau, 
M.D., Birmingham, were appointed to the In- 
dustrial Health Committee; C. H. Adams, M.D., 
Flint, was appointed to the Geriatrics Commit- 
tee. 

1955 Annual Session.—Grand Rapids: (a) Felix 
Alfenito, M.D., Grand Rapids, was appointed 
General Chairman of Arrangements for the 
1955 MSMS Annual Session in Grand Rapids. 
(b) R. A. Johnson, M.D., Detroit, H. A. Tows- 
ley, M.D., Ann Arbor, and John M. Wellman, 
M.D., Lansing, were selected as Discussion Con- 
ference Leaders. 

(c) Urological Section request for a noonday 
section meeting, Wednesday, September 28, to 
avoid conflict with American Urological So- 
ciety meeting in Chicago that evening, was ap- 
proved. 

Report of Goldie B. Corneliuson, M.D., Lan- 
sing, on Conference of Maternal and Child 
Care, held in Chicago March 19, was received 
with thanks; report of B. L. Masters, M.D., 
on National Rural Health Conference in Mil- 


(Continued on Page 716) 





MEDICAL MEETINGS AND CLINIC DAYS 
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other physician groups in Michigan, follows: 


Eighth Annual Conference on Aging 

Fifth Annual Clinic, Central Michigan Committee, ACS 
Michigan Committee on Trauma, plus Michigan 
National Guard Medical Personnel, and Medical 
Society of North Central Counties 

Coller-Penberthy Clinic 

Annual Session of the House of Delegates (MSMS) 

MSMS Annual Session 

Clara Elizabeth Fund for Maternal Health and Genesee 
County Medical Society 

Michigan Cancer Conference 

Eighth Annual Scientific Meeting—Detroit Institute of 
Cancer Research. 

MSMS Postgraduate Extramural Courses 

International Symposium: Units of Biological Structure 
and Function. Henry Ford Hospital. 

Mich. Academy of General Practice Ninth Annual Fall 
Post-Graduate Clinic. 

Tenth Annual Cancer Day 


Ann Arbor 
Grayling 


Traverse City 
Grand Rapids 
Grand Rapids 
Flint 


East Lansing 
Detroit 


State-wide 
Detroit 


Detroit 
Flint 
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POLIO VACCINE CONFUSION AND FACT 


KEEPING ABREAST OF THE SITUATION 
in itself was a difficult problem in medical-public 
relations, once the announcement was made that 
the Salk polio vaccine had been proven effective 
and potent. Keeping ahead of the situation be- 
came 4 major project; and those who govern PR 
policy for MSMS were convinced early in the 
proceedings—even before the 1954 field trials— 
that only by anticipatory measures could the situ- 
ation adequately be met. 

As this is written there are still many questions 
to, be resolved, but it’s not too early for a pre- 
liminary, factual review. The final result, PR- 
wise, must be written sometime months from to- 
day. To date, however, some of the near-hys- 
teria has subsided to some degree and a strong 
movement to write into Michigan law the pro- 
fessional fee for administering the vaccine has 
abated. But confusion still exists! 


INTENSE PUBLIC INTEREST in the evalua- 
tion report for the 1954 field experiment rose to 
a peak during the days immediately preceding 
release of the report. Advance “leaks” and the 
carefully-planned and publicized announcement 
event primed the public for a favorable report 
on April 12. Sensing the “immediate and com- 
pelling demand” for the limited commercial sup- 
ply which would follow any favorable report, 
MSMS leaders directed a letter on April 9 to 
all members strongly emphasizing to Michigan 
M.D.’s that “the public welfare would best be 
served” by inauguration of a voluntary system 
of control reserving the available vaccine for three 
specified priority groups most susceptible to polio. 

It was further pointed out that (1) there must 
be public education effort, with the co-operation 
of M.D.’s, to explain the need for these temporary 
voluntary controls, and (2) local plans for inocu- 
lating persons in priority groups who were unable 
to pay for the vaccine must be given primary 
consideration. | 

All Michigan newspapers and radio and televi- 
sion stations were presented with the MSMS 
recommendations in a follow-up news release on 


April 11. 


GOVERNMENT CONTROLS appeared to be 
the obvious alternative if a voluntary system was 
not established at the outset. 

When blazing headlines on April 12 declared 
the vaccine to be “safe, potent, and effeetive,” 
the wisdom of this advance preparation by MSMS 
was proven. Public demand in a few days grew 
even beyond the proportions foreseen. Rumors 
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and considerable misinformation raced through 
the halls of the Michigan State Capitol, in par- 
ticular. 

The availability of vaccine to indigents was a 
persistent question. To meet this, MSMS issued 
a statement on April 19 re-emphasizing the long- 
standing policy of no professional fee for im- 
munization of indigents certified by the County 
Department of Social Welfare. It was pointed 
out that state purchase of the vaccine for indigents 
was already possible under the Social Welfare 
Act. As in other programs, inoculations would 
be administered in the office of the M.D. of the 
patient’s choice, with the same priority system 
used for non-indigents. 

The statement on indigents was made only after 
conferences with legislative leaders, State Health 
Department representatives, and the State Social 
Welfare Department. 


THE LEGISLATIVE PROPOSAL to appro- 
priate funds for state purchase of Salk vaccine for 
all school-age children, prompted by a message 
from Lt. Governor Philip A. Hart, in view of 
Governor Williams’ absence from Michigan and 
a bi-partisan groundswell of sentiment favoring 
the plan, stirred up several objectionable side 
issues. Most important of these was a strong 
indication that one element in the Legislature was 
determined to set an objectionable precedent by 
writing into the bill itself the professional fee of 
the M.D. administering the vaccine. 


Before this new threat could gain a secure 
foothold, the Executive Committee of The Coun- 
cil made an unprecedented recommendation to all 
county medical societies that a special fee of $2 
per injection be adopted during the temporary 
public health emergency while the new vaccine 
was in short supply. This fee was not to include 
the cost of the vaccine and was, in fact, well in 
line with the voluntary schedule already worked 
out by many county societies. 


THIS PROMPT ACTION confirmed the faith 
the majority of legislators have in the Michigan 
medical profession. In a brief floor flurry in the 
House of Representatives, a series of fee-setting 
amendments to the vaccine appropriation bill 
failed to pass and the cynics were defeated. 


ANOTHER INTERESTING SIDELIGHT to 
the polio vaccine situation is yet to be fully 
developed at the time this report is written, but 


(Continued on Page 656) 
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Following is a summary of the tenth annual 
National Rural Health Conference to which Drs. 
Spaulding, Fyvie and Brooker L. Masters 
were delegates. It seemed to me that this tenth 
conference was even more beneficial than the 
previous ninth one held in Dallas in 1954. It 
appears that some of the issues which keep crop- 
ping up at each conference are becoming more 
clear and also the possibilities of solutions are 
more apparent to those who attend. Of course, 
as in all conferences of this nature, the only true 
results are those which the conferees take back 
and put into practice in their home communities. 
It seems that the topics discussed are becoming 
increasingly more apparent in the home communi- 
ties. Therefore, it is my opinion that this National 
Conference has definitely produced results in its 
ten years of activity and probably warrants con- 
tinued support for the indefinite future. 


The Conference opened on Thursday morning, 
February 24, with a meeting of all the doctors 
present. It was interesting that the general theme 
of this Thursday morning’s session was the obtain- 
ing of more general practitioners, both in the city 
and in the rural areas. It was also the conclusion 
of this particular part of the meeting that the 
major ways of increasing the supply of general 
practitioners involved the following methods: 
Preceptorship, Senior Day Activities, Selection of 
Proper Men to be Doctors (not such concentration 
on scholastic averages), and Selection of students 
from the small communities to enter medical school 
training. These subjects are very common matters 
of thought for the Michigan Committee on Rural 
Medical Service. 


The meeting on Farm and Home Safety was 
very conclusive in its opinion that many accidents 
—in fact, most accidents—are the result of emo- 
tional instability. And that the prevention of farm 
and home accidents rests in increasing the amount 
of emotional security in the young people of the 
country. The State of Kansas has package lectures 
developed where local communities such as Farm 
Bureau groups or other units interested in safety 
can receive talks by doctors or health and safety 
experts on this problem. It seems that this might 
be a good subject for exploration by the Michigan 
State Medical Society Committee on Safety. 


A lively discussion developed on the Family Re- 
sponsibility for Health Program. It can be summar- 
ized by saying that most of the delegates there at 
the meeting were interested in improving medical 
services. As usual, this meant the obtaining of more 
physicians for the areas which are in dire shortage 
of medical coverage. Also it seems that more em- 


650 


Tenth Annual National Rural Health Conference 


phasis should be placed on educating the family 
unit in some of its own particular responsibilities 
regarding medical care and utilization of doctors. 
It seems to me that this would definitely be a field 
for the college extension services to work with the 
Michigan Medical Society in improving medical- 
laity relations. 


The remainder of the meeting was devoted to 
general subjects of local situations and how the 
local groups solved those problems. In fact, it was 
re-emphasized that this Rural Health idea is simply 
devoted to the idea that it can only accomplish its 
goals by the combined efforts and initiative of 
local citizens working on local levels facing their 
local problems. It is not a dictatorial theme in any 
sense of the word. 


Once again, I would like to thank the Council of 
the Michigan State Medical Society for allowing 
me the privilege of attending this meeting and also 
to participate in it at Milwaukee. I am convinced 
that in this type of endeavor is the real hope for 
improving medical services and medical care for 
the citizens as a whole. If we could only get all 
segments of the medical profession to have the 
enthusiasm that is manifested at these meetings 
where the lay people interested in health and the 
doctors interested in giving them that health come 
together for a meeting of the minds, I’m sure that 
most of the criticism that falls on Medicine’s ears 
would disappear within a very short time. 


Brooker L. Masters, M.D. 
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HYDROCHLORIDE 
TETRACYCLINE HCI LEDERLE 


Within the first few months of its introduction, ACHROMYCIN was being widely 
prescribed. Each succeeding month has seen its usage increase as more physicians 
have come to know and value ACHROMYCIN in its many dosage forms. 


More than a year of widespread use has established ACHROMYCIN as a true broad- 
spectrum antibiotic, well tolerated by both young and old. It has proved effective 
against a wide variety of infections caused by Gram-positive and Gram-negative 
bacteria, rickettsia, and certain viruses and protozoa. Compared to certain other 
antibiotics, ACHROMYCIN provides more rapid diffusion; it is also more soluble, 
aiid, once in solution, more stable. 


Truly, AcHRomycIN has become a major weapon in the fight against disease. 
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For the first time in many years, there is a strong 
possibility that Congress will enact legislation pro- 
viding federal grants to medical schools. Unlike 
most bills of the past, which would have given the 
schools money for salaries and other operating 
costs, the bill getting most attention now would 
give money only for construction and equipment. 

Action first came in the Health Subcommittee 
of the Senate Labor and Welfare Committee. 
Senator Lister Hill (D., Ala.), chairman of the 
subcommittee as well as the committee, is the prin- 
cipal sponsor of the bill. Senator Hill, long inter- 
ested in health legislation, was a co-sponsor of the 
hospital construction act that has been in opera- 
tion for eight years. 

Under the education bill the federal government 
would grant a total of $250 million to medical 
schools at the rate of $50 million a year for five 
years. No school could receive more than $3 mil- 
lion. New schools would receive 50 per cent of 
construction and equipment costs (up to $3 million 
limit) , but existing schools would receive only one- 
third, unless they agreed to increase freshman 
enrollment by at least 5 per cent. If they wished, 
schools could set aside 20 per cent of the federal 
grant into a permanent endowment fund, with 
earnings to be used for maintaining the building 
and equipment. 

Nearly a score of medical school deans appeared 
before the Hill subcommittee to urge approval of 
the bill. Also supporting it were the American 
Medical Association and the American Dental 
Association, the latter on condition that dental 
schools also be included. There were no opposi- 
tion witnesses before the Hill subcommittee. 

The AMA’s witnesses were Drs. F. J. L. Blasin- 
game, a Trustee, and Walter S. Wiggins, associate 
secretary of the Council on Medical Education 
and Hospitals. Dr. Blasingame reviewed efforts 
of the Association since its founding to improve 
medical education. He cited evidence to show 
that medical training in this country now is the 
best in the world, and that the supply of physicians 
is increasing at a faster pace than the population. 

Dr. Wiggins urged the subcommittee to make 
two changes. He asked that the financial induce- 
ment offered for increased enrollment be dropped, 
as it might cause some schools to take in ‘more 
students than they could train properly, a fear 
that was reflected also in the testimony of some 
of the medical school deans. He also said the 
AMA recommended that the law require that six 
members of the Council on Medical Education be 
“leading medical authorities.” 
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THE MONTH IN WASHINGTON 


In the House, the Interstate and Foreign Com- 
merce Committee, facing a heavy schedule of 
hearings on other bills, was slow to take up the 
medical education bill. But there, too, its prospects 
are good, particularly as the bill is sponsored by 
Chairman Percy Priest (D., Tenn.), whose role 
in medical bills compares with that of Hill in the 
Senate. 


It appears now that Congress also is willing to 
go along with the Defense Department once again 
and extend the doctor draft act for another two 
years. It is scheduled to expire next June 30. The 
AMA opposes an extension, maintaining that a 
more attractive military medical career and better 
use of uniformed physicians would take care of the 
services’ need for experienced specialists and ad- 
ministrators. The department’s main argument for 
an extension was the need for these older men. 
Before reporting out the bill, however, the House 
Armed Services Committee made one significant 
change. It rewrote the bill to exempt any physi- 
cians 35 years or older who had applied for a 
commission at any time in the past and had been 
turned down solely because of physical condition. 


Also moving ahead on the legislative course is 
a bill to continue the $100 per month equalization 
pay for physicians and dentists in uniform. At 
hearings before the House Interstate and Foreign 
Commerce Committee the AMA supported the 
special pay extension, but objected to one provi- 
sion. The bill originally would have withheld the 
$100 from men with an obligation under the 
regular draft unless they agreed to serve for more 
than the two-year draft obligation. The House 
Committee eliminated this section. As the bill 
went to the House, it provided that all commis- 
sioned medical and dental officers receive the 
special pay. 

Still undecided was the fate of a Defense De- 
partment’s bill for medical and dental scholarships. 
Scholarships would cover subsistence as well as all 
school expenses. A student receiving aid for a 
year or less would have to serve on active duty for 
an extra year; if the scholarship were for more 
than a year, he would have to spend three extra 
years on active duty. 


At this. writing Congress continues to show no 
particular interest in reinsurance of medical insur- 
ance plans, a bill that the administration considers 
important. Nor have hearings been scheduled yet 
on the No. 2 administrative bill, that providing 
federal guarantee for mortgages on such health 
facilities as hospitals and clinic. 
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STRESS FORTIFY 


THE ACUTELY ILL PATIENT 


M T W T F 


as Terramycin,®* Tetracyn®? or penicillin rapidly controls infections due 
to susceptible organisms. Other measures contributing to shorter illness 
and faster recovery include stress fortification of the patient with therapeutic 
amounts of the B-complex, C and K vitamins, recommended by the National 


Research Council for routine use during the stress of severe infection or injury. 


“BRAND OF OXYTETRACYCLINE 
TBRAND OF TETRACYCLINE 


p= institution of therapy with such well-tolerated and effective agents 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
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Opinion 





FRONT LINE VOLUNTEERS OF 
THE ANTI-POLIO PROGRAM 


By Monday, all of Detroit’s first and second 
graders will have received their first Salk polio 
vaccine shots. This is a remarkable achievement. 
Some cities have not even begun the immunization 
process. 

Credit for the smooth functioning of Detroit’s 
“Operation Ouch” goes to Dr. Joseph G. Molner, 
city health commissioner, and his department. 


What should not be overlooked, however, is the 
gratitude which not only Detroit but other com- 
munities owe to the thousands of doctors giving 
generously of their time and services without 
charge. The program would be slow and selective 
except for their voluntary participation in the 
public endeavor to stamp out polio. We know we 
speak for parents everywhere when we say thanks. 


—The Detroit Free Press, April 23, 1955. 
BILLY ROSE SAYS 


“For my dough, the most important people in 


the world are doctors... 

“If you cut yourself, if something starts biting at 
your insides, if your kid breaks out in spots, whom 
to you holler for? 

“Your Congressman? 
bank? The Secretary of War? Not on your tin- 


The President of your 


type. You send for the man with the little black 
satchel... 


“When I was a kid, I had scarlet fever, and 
they tacked up a sign on my house and nobody 
could come near me. But a small gent with a 
black bag walked right in... 


“T remember asking my mother, ‘Can’t doctors 
catch scarlet fever?? She said they couldn’t—but 
she was fibbing. The list of doctors who were 
killed by the bugs they were chasing would stretch 
from here to Valhalla... 


“Of course, the great standouts of medical sci- 
ence don’t need any ballyhoo from me. But the 
doctor who rides around in that 1947 Chewvy 
could use a little applause. In a civilization that 
rates a guy by how big a check he can write, the 
doctor knocks his brains out for less than we pay 
a bricklayer or a plumber. Sun or slush, he’s on 
tap if you’re in trouble. Twenty-four hours a day 
he stands ready to stop what’s hurting you. 


“To me that’s as important as anybody can get.” 


(Epiror’s Note: In these times when it seems that 
sO many writers are eager to pounce on any facet of 
medical practice, and in most cases write only the side 
of the particular question that is derogatory to the 
doctor and only rarely present the matter fairly, your 
Editor felt that this month he would put in the Guest 
Editor's Page some notes picked up at random that 
eulogize the doctor. C. C. N.—Summit County Medical 
Bulletin, January, 1955. 





POLIO VACCINE CONFUSION AND FACT 
(Continued from Page 648) 


it illustrates the “anticipatory PR” which was the 
keystone of the MSMS position from the begin- 
ning. The basic elements are these: On April 19, 
1954, MSMS scheduled a statewide telecast as 
one positive way of presenting its viewpoint on 
polio vaccine to the people of Michigan at a time 
when sound counsel seemed a necessity. In this 
telecast the Chairman of The Council outlined 
certain reservations MSMS held with regard to 
the polio vaccine field trial. He emphasized at 
that time that a product with no official certifica- 
tion of safety and potency was to be used; he 
deciared (1) that the field trial was “mass 
inoculation of selected children as part of a 
scientific experiment”; (2) that the prerogative of 
the family physician to determine the immuniza- 
tion procedures for children under his care should 
not be by-passed, (3) that family physicians 
should have access to vaccination records of 
children involved in the experiment, and (4) that 
timing of the trials collided with the onset of the 
polio season. 
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In 1955, thirteen months later, distribution of 
the licensed vaccine had been halted twice, and 
the Federal Department of Health, Education, 
and Welfare made recommendations including (1) 
that the Public Health Service must be given 
“every facility .. . necessary additional funds and 
personnel, to insure maximum precautions in con- 
tinued testing of the vaccine for safety and poten- 
cy”; (2) that physicians should keep detailed 
records of each child vaccinated and the lot num- 
ber of the vaccine, and (3) that manufacturers 
keep complete records of the distribution of every 
lot. Meanwhile the Surgeon General confirmed 
that it will not be possible to immunize “most 
children before the peak polio season” this sum- 
mer. 


THE REMARKABLE RESEMBLANCE be- 
tween these two statements—made a year apart— 
is immediately apparent, further confirming the 
wisdom of the MSMS Executive Committee and 

(Continued on Page 696) 
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orden's has a fresh dairy food for 
almost any dietary requirement 





In addition to such familiar items as 


* 
Borden's Homogenized Vitamin D Milk, Gail Borden Milk 


Borden's Cream, and Dutch Chocolate R 
Milk, we'd like to remind you of our and Skimmed Milk 
regular and low-calorie Cottage Cheese, : 
Buttermilk, and Gail Borden Milk and Each quart contains 100% of the aver- 
Skimmed Milk —all helpful in dietary age daily requirements of 8 of the 10 
planning. essential vitamins and minerals 
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What They Thought of the 1955 Michigan 
Clinical Institute, Detroit 


Theodore G. Klumpp, M.D., New York City (guest 
speaker): “It was a great privilege to participate in 
the 1955 Michigan Clinical Institute. If I succeeded 
in making a small contribution to the success of the 
occasion I shall feel well rewarded. 

“I think you have every reason to feel proud of the 
Michigan Clinical Institute. I have attended many 
medical meetings but I can say in all frankness that 
I never had the privilege of participating in a meeting 
that was better organized. The program itself was out- 
standing, the expressions of hospitality to speakers and 
guests were most gratifying. It was a pleasure to be 
with you and the event was one that neither Mrs. 
Klumpp nor I shall soon forget.” 

Alexander Brunschwig, M.D., New York City (guest 
speaker): “I want again to express my profound thanks 
for the invitation and for the high honor bestowed upon 
me by the Michigan Clinical Institute.” 

Leo H. Bartemeier, M.D., Baltimore, Maryland (guest 
speaker): “It was an honor to be invited, a pleasure to 
return home, if but briefly, and last, but not least, to 
have enjoyed another little visit with you.” 

M. Edward Davis, M.D., Chicago (guest speaker): 
“Please convey my thanks to the officers of the Michigan 
State Medical Society for my invitation to participate 
in this year’s Clinical Institute. I enjoyed my visit to 
Detroit.” 

T. B. Quigley, M.D., Boston, Massachusetts (guest 
speaker): “I enjoyed myself thoroughly in Detroit; in 
particular, Harold Fenech went far beyond the call of 
duty in taking care of me. I have never encountered a 
more pleasant host.” 

Grayson Carroll, M.D., St. Louis, Missouri (guest 
speaker): “I wish to thank the Michigan State Medical 
Society for the fruit in my room and fine hospitality, 
especially Dr. Schroeder’s wonderful care of me.” 


G. M. Wheatley, M.D., New York City (guest speak- 
er): “Please let me express my great appreciation for 
the many courtesies extended to me by the Society and 
especially Dr. Wishropp’s fine hospitality.” 

William Dock, M.D., New York City (guest speaker): 
“The trip and the meeting were most agreeable. Thanks 
to the kind attention of my host, Dr. Segar.” 


Cyrus C. Sturgis, M.D., Ann Arbor (honored guest): 
“I am writing to thank you for the part you played in 
arranging the dinner last night, which included me as 
one of the honored guests. For many long years you 
have served the Michigan State Medical Society faith- 
fully and effectively, and your efforts have contributed 
largely to the growth of that organization. 

It was a great honor to me to receive the plaque and 
I am most appreciative of the entire affair.” 

Eugene B. Ferris, M.D., Atlanta, Georgia (guest 
essayist): “It was a real pleasure to have been with you 
in your meeting, and I regretted I could not be there 
for a longer time.” 

John R. Fowler, M.D., Barre, Massachusetts (guest 
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essayist): “Thank you for the many courtesies shown 
me on my recent trip to Detroit. Everything at the 
Michigan Clinical Institute was perfect, including the 
fine fellowship I enjoyed with my friends and new 
acquaintances. Your Program was wonderful and the 
meeting a great success. I shall long remember it. I am 
looking forward to our next get-together.” 

H. M. Pollard, M.D., Ann Arbor (honored guest): 
“IT just want to take this occasion to tell you that as 
one of the participants in the banquet sponsored by the 
Michigan State Medical Society last month in Detroit, 
that I was personally most appreciative. 

“Frankly, I felt that my justification for being a part 
of this occasion was rather minimal, but, nevertheless, 
I enjoyed being included and want to thank you per- 
sonally for everything you did in connection with this 
marvelous occasion.” 

Leland I. Doan, Midland (honored guest): “Just a 
brief note on my return to the office to try to thank you 
for the cordial hospitality extended to Mrs. Doan and 
to me. 

“I felt greatly honored to be included in your pro- 
gram and must say the reception to my efforts on the 
part of the people attending the dinner was very 
gratifying to me. I just remarked to some of our folks 
that I think doctors and their wives are the finest group 
I could meet with.” 

G. J. Curry, M.D., Flint (honored guest): “This com- 
munication is for the purpose of establishing a permanent 
record of my gratitude to you for having considerable 
to do with the scroll, and its contents, given to me last 
Wednesday afternoon. 

“T have always valued our friendship together deeply 
and I hope that we have many more years to see each 
other. 

“Please convey, officially, to The Council and Officers 
of the Michigan State Medical Society my gratitude for 
the honor that they gave me on March 9.” 

S. W. Leslie, M.D., Toronto, Canada (guest): “May 
I at this time extend through you to the Michigan 
Clinical Institute my sincerest thanks for affording me 
the opportunity of attending the 1954 clinics. 

“T would like to state that after attending numerous 
conventions and clinics, in my opinion I have yet to 
attend one which was so well organized in both presen- 
tation and clinic material which could equal the one 
I recently attended in Detroit. From a G.P. stand- 
point, I found the subjects to be most interesting and 
definitely of great future benefit and profit to myself 
and my patients. 

“Looking forward to returning to Detroit next March 
for the 1956 Michigan Clinical Institute. Thanking you 
again.” 

E. T. Sager, M.D., Marion, Ohio (guest): “I am writ- 
ing concerning the recent Michigan Clinical Institute 
which I was privileged to attend. It was a very fine 
Institute and I am happy indeed to give you a few 
lines regarding its value to me. 
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WHAT THEY THOUGHT OF THE 1955 MCI 


“J attended the Michigan Clinical Institute this past 
March because I had attended the previous one in 
1954 and received so much valuable, practical help in 
my practice as a general practitioner in the medical 
feld. The Institute was so all-inclusive because it took 
in the general medical and surgical field showing the 
recent developments in all branches of medicine. It 
was not too highly specialized, as many conferences 
are, to be of real help to the doctor who still is known 
for his general practice and as a good family physician. 

“The exhibits were wonderful and quite self-explana- 
tory. The Winthrop Progress Report of Medicine dating 
back to 1900 was excellent and one of the best histories 
of the development of medicine I have heard.” 

R. F. Staudacher, Chicago (guest): Thanks for your 
wonderful hospitality and the chance it gave to meet and 
greet old friends. ‘Your’ meetings are always something 
to be marveled at.” 

M. Lucille Myers, R.N., Detroit (guest): “We would 
like to express our thanks to your society for the priv- 
ilege of holding our 1955 Operating Room Nurse Con- 
ference in connection with the Michigan Clinical In- 
stitute. Many courtesies were extended to us by your 
association, the Michigan Clinical Institute, and William 


J. Burns. In short, we were made to feel most welcome. 

“Many thanks also for sponsoring two of our speak- 
ers. This assistance was of great help to us. 

“We shall anticipate other such good relationships 
with your organization in the future. If we can be 
of any service or assistance to you in any way, please 
call upon us.” 

Vernon C. Mossman, Port Huron (guest): “As a mem- 
ber of the Michigan Pharmaceutical Association. I ac- 
cepted your invitation to attend your Clinical Institute, 
March 10. 

“The day was spent visiting the exhibits and listen- 
ing to your program of fine lectures. 

“T wish to thank you for your thoughtfulness and kind- 
ness to offer such courtesy.” 

Morton Hack, Detroit (exhibitor): “Just a note of 
appreciation for the best Michigan Clinical Institute 
ever! The attendance was not only large, it was in- 
terested. The exhibitor can tell if a meeting is stimu- 
lating to the doctors, there is that ineffable something 
which is exuded, shines from their countenances. This 
meeting had it! 

“Incidentally, I was never so worn out from a 
three-day meeting—never so many interviews.” 





STUDENTS VISIT RESEARCH LABORATORIES 





Members of the junior class of the University of Michigan Medical School visited Eli Lilly 
and Company, April 6-9, 1955. While guests of Lilly’s, they inspected the Lilly Research 
Laboratories and toured pharmaceutical, biological, and antibiotic production facilities. 

John L. Kihm, class representative, is sixth from the left in the first row. 

Olga C. Budds (first row, fifth from left) and Jean D. Golden (first row, seventh from 
left) are members of the class. Other women in the picture are students’ wives. 

Walter H. Stein, Lilly representative in Ann Arbor, accompanied the group to Indianapolis. 
A 1954 graduate of the University of Michigan, he is fourth from the left in the first row. 
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The Doctor in Civil Defense 


By Lawrence A. Drolett, M.D. 
Lansing, Michigan 


IVIL defense in this country becomes a very 

serious problem and responsibility of the doc- 
tor of medicine. While I realize that the public 
at the present time is very apathetic about civil 
defense, which comes about either by an unwill- 
ingness to recognize the impending dangers at 
hand or the fact that this great nation of ours 
has never been subjected to the severe catastrophes 
that have visited European countries, nevertheless, 
it is our duty as physicians to be prepared to render 
a heroic service to the people of our nation in the 
event of a disaster, either of local or national 
significance. 


At a recent meeting in Chicago, of national civil 
defense co-ordinators from Indiana, Illinois, Michi- 
gan, Wisconsin and Minnesota, two days were 
consumed in discussing the problem on how the 
medical forces were going to function in the event 
of an H-bomb disaster. Some time was spent dis- 
cussing what would happen in the event of a 
local disaster, such as a fire, flood, et cetera. After 
listening to various government officials and vari- 
ous medical co-ordinators from local communities, 
states, and national civil defense organizations, it 
becomes apparent that we, at the present time, 
have a super-human task to do, in face of great 
odds, to bring the medical profession up to date 
to cope with such a possibility. I am proud to 
say that Michigan was the best represented of all 
the areas, and my impression was that we in 
Michigan, at the present, are temporarily better 
organized than other areas with the exception of 
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the city of Milwaukee. Still, there is much heavy 
work to be done, much co-ordination to be ac- 
complished. 


The Milwaukee plan is very well conceived and 
very well organized, in the event that Milwaukee 
should become a target area, to evacuate the 
population of that area and set up emergency 
medical centers in the regions adjacent to and 
removed from any bomb area site. They have 
made arrangements with surrounding counties for 
temporary hospitalization and organization for 
treatment of patients for definitive medical care, 
and their keen interest in their problems involv- 
ing the population of that city is highly com- 
mendable. 

I can write locally for our setup in Lansing, 
Michigan, and can state that the medical pro- 
fession is tentatively organized to cope with a 
local disaster and needs only more co-ordination 
on a state level to be able to assist and be of 
service not only to the local community but in 
a well-organized well-thought-out plan for state 
co-operation, in the event that such a target area 
might be Detroit or the surrounding metropolitan 
area. The Ingham County Medical Society has 
offered the service of its former Disaster Relief 
Committee which has been accepted by the local 
civil defense organization. 


Briefly, the plan consists of, first, a Medical Co- 
ordinator who will be in charge of co-ordinating all 
medical services in the county in the event of a 
disaster; second, a well organized Field Group 
of Doctors who will proceed to the immediate 
scene of the disaster and render such emergency 
first aid medical care as will be necessary, and 
third, well-organized hospital groups and teams, 
consisting of surgeons, internists and anesthetists 
who will immediately proceed to pre-assigned hos- 
pital destinations. There they will proceed with 
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the task of, first removing from the hospital all 
convalescent patients who can be safely discharged 
either home or to other medical facilities, and 
second, getting ready to receive new casualties who 
will be admitted by the Field Group. To this 
Group are assigned physicians and surgeons who 







































live in the area closest to their assigned hospital. 
At present, we have four available hospitals to 
which these men will proceed, where definitive 
medical care can be given to the victims of the 
disaster by trained medical specialists working in 
teams. 

The Field Group, besides responding to the 
scene of the disaster, have four immediate sur- 
rounding township fire stations to set up as emer- 
gency field collecting stations. We have stock- 
piled OCD supplies in these various localities to 
give temporary care for casualties, and, in addition, 
the county medical society has furnished three 
disaster relief trunks, two of which are in the emer- 
gency room of both large hospitals and the third 
one at the headquarters of the fire department. 
These latter are fully equipped with surgical dress- 
ings, gowns, rubber gloves, sterilized emergency 
field supplies equipment, 7 units of plasma, and 
enough narcotics to last for a period of several 
hours. All this equipment is inspected annually 
and replaced and re-sterilized and can be brought 
to the field of the disaster within a few minutes. 
These temporary supplies should aid in an emer- 
gency for a period of from one to six hours, giving 
time then to organize new lines of supplies and 
also for the Office of Civil Defense to move in 
and aid in our program. 


We have been aided in our emergency field 
work by co-ordination with the local county Civil 
Defense Office in having set aside a system of two- 
way radios, which will be for the exclusive use 
of the doctors, manned by the amateur radio 
operators in the county. A powerful portable field 


county and, by way of portable two-way transmit- 
ters in the automobiles of the amateur radio 
operators, will afford communication from the 
center of the disaster to any hospital or any field 
unit that the medical co-ordinator so designates. 
It has been my happy experience that the local 
county Civil Defense Director has been more than 
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unit can be installed and set up anywhere in the: 


willing to co-operate and assure himself of ade- 
quate medical care by furnishing us all the ma- 
terial that he possibly can, and it becomes our 
duty to get deeply interested and reassure him by 
action that we are more than willing to co-operate 
with him. 

From my vantage point, the big necessity that is 
seen now is the organization of the medical force 
of the entire state and particularly of the heavy 
industrial area of Michigan, under the co-ordina- 
tion of a full time civil defense medical director to 
train and instruct, so that should a disaster strike 
an area such as Detroit, then Ingham County, 
Jackson County, Calhoun County and other neigh- 
boring counties could move into the surrounding 
area with field units and trained medical experts 
and set up temporary hospitalization and medical 
care for the striken area, assuming that this area, 
in the event of an H-bomb, will be completely 
wiped out and of no value whatsoever. This was 
the feeling that I gained from the meeting in 
Chicago, that we, the doctors of medicine of 
Michigan, are ready and willing, and what we 
need is organizational co-ordination. I am sure 
that, as in the past, we will come to the front and 
do a justifiable job in the event that such an un- 
predictable disaster should occur. There seems to 
be much hue and cry in other areas that nothing 
can be done for lack of interest and funds on the 
part of the Federal government. While that may 
be true, it is my belief that in the event of such 
a disaster, this is going to be the job and the task 
of the local citizens in the local area first, to 
render first-aid and medical care to stricken peo- 
ple, and the kind of job we are organized to do 
is either going to reflect credit or devastating 
criticism upon our profession. I believe that a 
well-organized meeting between the State Civil 
Defense Director and the Committee on National 
Defense of the Michigan State Medical Society, 
with some constructive thinking and well-thought- 
out projection is in order. I also believe that our 
new State Civil Defense Director, C. F. Van 
Blankensteyn, will welcome such a meeting to find 
out just where the doctors of medicine stand and 
also to stimulate our interest in this endeavor in 
which we should be leaders. Let’s move before it 


is too late. 
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Psychiatry and the General 


Practitioner 
By Arthur P. Noyes, M.D. 


Norristown, Pennsylvania 


HE subject of this talk may suggest that I 

propose to discuss the fact, now well recog- 
nized, that many physical complaints and symp- 
toms reflect the emotional stresses incident to 
everyday problems of living, particularly from 
feelings that arise under difficulties in living either 
with ourselves or with certain people with whom 
life throws us closely. The general practitioner 
now recognizes however that many physical com- 
plaints formerly characterized as “functional” real- 
ly arise from the fact that chronic emotional 
states may stimulate the vegetative nervous system 
with resulting disturbance of physiologica! func- 
tions which, if persistent, tend eventually to pro- 
duce pathological changes. Frequently 30 per cent 
of his practice will consist of patients who present 
symptoms that have no organic basis but arise 
from life situations that provide no emotional sat- 
isfactions or ones that give rise to anxious ten- 
sions, feelings of hostility or guilt, to bottled-up 
resentment, smoldering disconent and other dis- 
turbing emotions. 

Instead, therefore, of discussing psychosomatic 
medicine I will present some of the basic prin- 
ciples of psychiatry. I realize that the recent 
graduate will find this boring because it is “old 
stuff’ that was better presented in medical school, 
and the older practitioner may find it equally un- 
interesting because it is theoretical and lacks ob- 
jectivity, measurability and other demonstrable 
evidence exacted by science. 

First, what is psychiatry? Perhaps it can be de- 
fined as that branch of medicine which deals not 
only with the clinical manifestations and treatment 
of disturbed thinking, feeling and behavior but 
also with the influences that gave rise to these 
disturbances, and how these influences operated 
to produce symptoms that although apparently 
meaningless have nevertheless a real meaning and 
serve some purpose in the mental and emotional 
life of the patient. It will be noted that in this 


—. 


Presc-nted at the Annual Session of the Michigan State 
Medic::! Society, Detroit, September 29-October 1, 1954. 


June, (955 





definition there was no mention of the word 
“mind.” There need not be any objection to the 
use of that word if it is used as a collective desig- 
nation for certain functional activities of the or- 
ganism, as one aspect—the psychological aspect— 


of its functioning, and not a metaphysical entity 
having an existence parallel with the body. The 
dichotomy which is implied by mind and body 
does not exist in the organism. They are insep- 
arable expressions of life itself, two different as- 
pects of one fundamental unity of biologic func- 
tioning which we separate only for convenience of 
discussion. 

Sometimes psychiatry is spoken of as the branch 
of medicine which deals with such disordered 
and undesirable functionings of the personality 
as disturb either the subjective life of the individual 
or his relations with other persons or with society. 
But, what, you will ask, do we mean by personality? 
Perhaps I can best define this by an analogy. It 
is obvious that processes of maturation and de- 
velopment of the body go on from the time the 
organism is formed by the fusion of male and 
female germ cells until adult maturity has been 
reached. At any time during this biological de- 
velopment noxious factors may limit the growth 
of the organism, produce malformations or im- 
pair the functioning of an organ or of the entire 
living being. Each person, therefore, has an ana- 
tomical structure conforming in general to the 
species pattern, yet unique in certain details. Like- 
wise the human being gradually develops enduring 
patterns of temperament, intelligence, beliefs, de- 
sires, motives, character and adjustmental methods 
that give him an individual uniqueness. The dis- 
tinctive whole formed by the integration of these 
relatively permanent patterns may be spoken of 
as personality and its maturity attained only 
through successive stages of maturation. 

Attention was called to the fact that during 
biological development of the organism noxious 
factors may limit or distort its growth or impair 
its functioning. Likewise arrests or deviations may 
occur during development of the personality. Is- 
sues at one developmental level.must be dealt with 
fairly conclusively before those of a higher level 
can be managed successfully. Each stage of de- 
velopment, too, should be characterized by pat- 
terns of feeling and thinking appropriate to it. 
To return to the definition of psychiatry from the 
standpoint of personality. Psychiatry may be brief- 
ly defined as the study of the pathogenesis and 
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pathology of the personality and the application 
of therapeutic techniques to its disorders. 

Of all experiences and factors those that have 
the most determinative influence upon the grow- 
ing, plastic personality of the child are those that 
spring from the emotional, personal, interacting 
relationships between it and members of his family. 
The external shaping of the personality starts with 
parent-child relationship, particularly with that 
of the mother and child. Many consider a whole- 
some mother-child relationship as vital for emo- 
tional growth and healthy personality development 
as are vitamins for physical growth. Essential as 
a foundation for future healthy personality de- 
velopment the child must have a feeling that he 
is wanted, loved and enjoyed by his parents. He 
should not, however, remain dependent on a 
mother for maintaining emotional security. 


Quite early in the growth of the child’s per- 
sonality some psychological processes come to func- 
tion on a conscious level while others operate on 
an unconscious level and exert their influence 
on the individual’s life without his knowing of 
their existence. While further development of 
the personality continues to be directed from 
both of these levels, its pattern, whether rigid or 
neurotic, or flexibly adaptive to changing external 
realities, will depend largely on the extent to 
which psychological and emotional needs from 
these two levels pursue incompatible goals and 
to what extent unconscious motives and objec- 
tives dominate the personality. The type of per- 
sonality pattern the individual works out for him- 
self in his effort to meet the stresses of life will be 
influenced by many things. Among them will be 
the nature and number of the psychological de- 
fenses which he constructs against tendencies which 
he cannot consciously acknowledge or against 
feeling-attitudes toward persons who have oc- 
cupied key positions in his life, particularly during 
childhood. If one develops a multiplicity of such 
mental defenses designed to reduce tension and 
anxiety, a constricted type of personality results. 
If these defenses become pathologically exagger- 
ated or disorganizing, they eventuate in the neu- 
rotic or psychotic personality. 


Since psychiatry is a branch of medicine that 
deals with the mind, its pathology cannot be ex- 
plained in terms of disturbed biochemistry, de- 
generative processes or the usual ones seen daily 
in many other branches of medicine. Prior to the 
time of Adolf Meyer, professor of psychiatry, 
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Johns Hopkins University, from 1910 to 1941, 
psychiatry had not advanced much beyond the 
descriptive stage. There seemed to be certain 
groups of symptoms that were found in associa- 
tion. It was thought that since these symptoms 
were associated together they must arise from a 
definite disease entity. Meyer took a broader view 
than that. Since man is a biological organism, 
he said, one should approach the study of man 
from a biological standpoint and consider his 
mental life as but one aspect of his biological 
functioning, yet one that is influenced by all the 
factors that act on man as a biological organism. 
Meyer stressed the concept that mental expressions 
of life are no less biological than are physical ones 
and that the psychiatrist should study man’s mental 
expressions as an interaction of an individual or- 
ganism with its life situations. He insisted that 
since the patient is both a biological and social 
organism one should study not only the organic 
aspects of the individual but also the sociological, 
cultural, experiential and psychological aspects of 
the patient. Mental illness, to Meyer, was a re- 
sponse to the special, complex life situation in 
which the individual is placed. He taught that 
one must consider the whole setting and unique- 
ness of circumstances in which the mental dis- 
order occurred and that the mental disorder should 
be looked upon as a reaction or mode of behavior, 
a faulty adaptation understandable in terms of the 
individual’s life history. 

Meyer’s contribution was one of the utmost im- 
portance. Its naturalistic, biological approach to 
a study of the personality, including its psycho- 
logical aspects, was more comprehensive and 
meaningful than any previous one. In the opinion 
of most psychiatrists, however, it should be sup- 
plemented. It is generally felt that Meyer did 
not realize the extent to which psychological ac- 
tivities take place without conscious recognition. 
It is now pretty generally accepted that one has 
many impulses, desires and emotional responses 
which are inaccessible to his introspective observa- 
tion and are therefore termed “unconscious.” Let 
me illustrate how some mental processes operate 
without conscious awareness and yet as if with 
designed purpose. During the course of its evolu- 
tion every species has developed various means 
and mechanisms whereby it may obtain an ad- 
justment to the life conditions it must meet. Many 
butterflies, for example, develop a protective color- 
ing whereby they so stimulate the appearanc« of 
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the surface on which they rest that they escape 
detection by their enemies. Since adaptation is 
the very essence of life, it is not strange that man 
as the most highly developed species has de- 
veloped not only anatomical adjustments which 
protect him structurally or physiologically in re- 
spect to his environment but has also evolved 
psychological devices that give him emotional 
support and protection. These devices or mental 
mechanisms, as they are called, afford the in- 
dividual a sense of security, preserve his self- 
esteem, gain a desired recognition of himself, pro- 
vide defense against perturbing anxiety or meet 
other emotional needs. The self-conscious person- 
ality with its intense need for a sense of security 
and self-esteem evokes mechanisms of a protective 
nature as instinctively as self-preservation prompts 
the avoidance of approaching physical danger. 
Just as the body through its physical and bio- 
chemical processes strives to maintain a physio- 
logical equilibrium or homeostasis, so the person- 
ality through automatic and unconscious psycho- 
logical processes seeks to maintain an emotional or 
psychological stability. 

When we come to examine the various adjustive 
techniques by which individuals strive to protect 
the personality, to satisfy its emotional needs, to 
establish and maintain harmony among its con- 
flicting tendencies, to reduce tension and anxiety 
arising from unacceptable impulses that must be 
counteracted or restrained, or to modify reality in 
order to make it more tolerable, we find these 
techniques fall into rather definite types uncon- 
sciously selected to meet the personality needs. 
We see the individual use the same techniques, 
the same defenses automatically employed over 
and over in the various situations to which he 
must adjust. Please understand that a moderate 
employment of many of these techniques does not 
by any means indicate that the one employing 
them is suffering from mental disease. In many 
of them are to be found processes that govern 
all of us and give outstanding characteristics of 
many well adjusted and useful personalities. These 
intrapsychic operations acting without conscious 
recognition on the part of the individual become 
inextricably woven into his behavior pattern and 
will be found to be operative in a variety of men- 
tal manifestations ranging from character traits 
through slight deviation from the norm to pro- 
found psychic disturbances. 


Many of our concepts concerning these mental 
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mechanisms by means of which people deal with 
their problems are too technical for presentation 
here. I will, however, mention a few of the 
simpler forms and illustrate how they act. One 
of the common techniques is that known as com- 
pensation. Physiological and physical compensa- 
tions are phenomena which the internist and the 
surgeon see daily. If a valve of the heart cannot 
perform its function properly, the heart muscle 
hypertrophies in order that additional force may 
be available to compensate for the insufficient de- 
livery of blood to the tissues that would otherwise 
follow. Such a compensation represents an attempt 
of an organ to adjust to a physiological defect and 
inadequacy. Similarly the organism as a whole, 
in distinction from its component organs, by com- 
pensating for its inadequacies and imperfections 
often attempts to secure the recognition which it 
craves. Such compensations may easily become 
exaggerated and unwittingly betrayed by one’s 
behavior. The person of small stature but with 
aggressive self-confidence is an example of over- 
compensation familiar to all. The need for pres- 
tige seems to be one of the fundamental ones of 
the personality. Measures of enhancing our self- 
feeling and of covering up our deficiencies are 
widespread and vary from the simple “showing 
off’ seen daily on the playground or the pre- 
tentious display observed in “Peacock Alley” to 
the formation of delusions of grandeur. A boy who 
was so tall, awkward and ungainly that he had 
always been extremely self-conscious of his figure 
and manner enlisted in the army. (Probably with- 
out consciously realizing it he had been prompted 
to enlist because the military uniform and a certain 
glamour connected with military service seemed 
to offer hope of relief from the unpleasant sense 
of being different from others.) Here he soon 
became an object of raillery because of his clumsi- 
ness in attempting to execute drills. After having 
struggled in vain for adeptness, the boy was placed 
in the “awkward squad’ where he naturally felt 
even more self-conscious and more painfully aware 
of his deficiencies. The indignity suffered by his 
self-esteem was too great; the need of his per- 
sonality for a more satisfying recognition and for 
a sense of security exceeded its limited resources, 
and he therefore constructed a fictitious sub- 
stitute by developing the belief that he was a 
major general. He was no longer the awkward 
soldier unable to compete with his peers but was 
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their commander and directed affairs of great 
military importance. 

Another defensive psychological device that 
operates without awareness is that known as pro- 
jection. One may see this acting daily to a limited 
degree among his associates and to a psychotic 
degree in paranoia and the paranoid psychoses. 
By this mechanism one directs outward and at- 
tributes to-others his disclaimed and objectionable 
character traits, attitudes, motives and desires. One 
constantly meets people who discover in other 
persons the very same faults which are the weak 
points of their own character, utterly failing to 
recognize the fact that they themselves are really 
the ones who possess the despised traits and mo- 
tives. Feelings of guilt may be alleviated if one 
is able to cast the blame for his shameful tend- 
encies or wishes onto the outer world, leaving 
himself guiltless. As a further defense against the 
feelings which would naturally be aroused and 
against which he must protect himself, he may 
respond with hostile and aggressive behavior to- 
ward the person who is the focus of his projection. 

During World War I an American soldier in 
order to escape from a highly dangerous situation 
shot himself in the foot. He was at first treated 
in an army hospital in France and later transferred 
to the States where the self-inflicted wound healed 
slowly. The retrospective sense of guilt created 
by his cowardice and dereliction was alleviated 
psychologically by projection. The delay in the 
healing of the foot was due, he began to believe, 
to neglect by his physician. The soldier felt no 
self-reproach since it was not he but the physician 
who was culpable. Soon he secured a gun and 
shot but fortunately did not seriously wound the 
physician. He, of course, was quite unaware that 
the attempt he made on the life of the physician 
was an effort to destroy qualities of which he was 
the actual possessor. 

There are various other mental mechanisms 
that may be operative in the production of per- 
sonality disorders, in the neuroses and in the 
psychoses, but many of them are more complicated 
in their operation and less transparent in the pur- 
pose they serve. All of them, however, represent 
automatic protective devices by which the human 
personality attempts to repair its defects, meet 
the demands of life without and of instinctual 
drives within, attain a sense of security, reduce 
tension and anxiety, preserve its self-esteem and 
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satisfy its emotional needs. 
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many self-defensive attributes of character, per- 
sonality facades, many attitudes and beliefs, much 
behavior seen in every day life, as well as many 
symptoms of the neuroses and psychoses, may be 
explained and formulated in terms of these mental 
mechanisms which should be regarded as reaction 
patterns occurring in the setting of the person’s 
life experience. Pragmatically they: should be re- 
garded as pathological but are nevertheless quite 
understandable. Although varying with each in- 
dividual, many of them contribute to the person- 
ality features and characteristics of the so-called 
normal as well as those of the mentally disordered 
person. The pathological defense mechanisms may 
merely produce rigid, constricted personalities, too 
impoverished emotionally to enjoy the positive 
aspects of living, or they may so disorganize the 
personality that it cannot tolerate reality. 

Please do not think that I have overlooked the 
fact that some mental diseases are caused by or 
associated with impairment of brain tissue func- 
tions. These disturbed mental states are spoken 
of as organic reactions, and the symptoms are 
caused by some agent or process which has im- 
paired the functions of brain tissue with resulting 
weakening in capacity for intellectual functioning, 
manifested principally by confusion, impairment 
of orientation, of memory, difficulty in grasping 
the meaning of questions and of facts and a dis- 
turbance in judgment. Some of these organic 
syndromes are acute and reversible, as in toxic 
states, others are irreversible and progressive, as 
in senile dementia. 

Most mental disorder, however, is not a dis- 
turbance in the function of a single organ, like the 
brain, but the maladapted and disordered _be- 
havior of a particular individual. Physiological 
disturbances of the brain cannot alone explain dis- 
turbances in belief, mood and behavior. As indi- 
cated, there is no functional imperfection in the 
nerve tissue of the brain; rather does the mental 
disturbance represent the reaction of an individual 
personality to its special life situation, including 
its social and emotional experiences. Such disturb- 
ances are described as psychogenic, i.e., the sources 
from which they sprang are “mental” and are 
related to emotional needs, guilt-producing situa- 
tions, irreconcilable desires, disturbing interper- 
sonal relations and other emotional stresses and 
tensions. 


Earlier I commented that one often notes cer- 
tain adjustive techniques, certain psychological de- 
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fenses, as it were, so consistently employed that 
they are woven into the individual’s personality 
characteristics and particular traits. If later he 
becomes psychotic, the form of his psychosis sug- 
gests that it is but an exaggeration or caricature 
of his previous personality and that in general the 
same defenses and psychological techniques are 
being employed as during his prepsychotic life. 
The same psychological theme, as it were, runs 
through personality, character traits and psychosis. 
This is true of many psychoses but is perhaps par- 
ticularly noticeable in involutional’ melancholia 
in which a certain general type of personality 
make-up and habits will be found in the prepsy- 
chotic life. A review of the patient’s previous per- 
sonality and temperament often shows that she has 
been an inhibited type of individual with a tend- 
ency to be quiet, unobtrusive, serious, chronically 
worrisome, intolerant, sensitive, scrupulously hon- 
est, frugal, even penurious stubborn, of stern, un- 
bending moral code, lacking in humor and over- 
conscientious. Usually she has been perfectionistic, 
exacting in her own standards of behavior, prudish 
and prone to feelings of guilt. Often the patient’s 
interests have been narrow, her habits stereotyped, 
she has cared little for recreation and has had 
but few close friends. Frequently the patient has 
been a loyal subordinate, meticulous as to detail! 
rather than an aggressive, confident leader. (Many 
have been fidgety, fretful, apprehensive persons. 
Others have been characterized by caution or in- 
decision. ) 

The age at which the psychosis develops is one 
when adjustments to new situations and circum- 
stances are no longer easily made. Perhaps life has 
not brought either the success or satisfaction that 
hope had cherished. At this period thare is a 
more or less conscious recognition that early 
dreams and desires cannot now be fulfilled, that 
the zenith of life has been passed and that am- 
bition and life’s forces are waning. The fact that 
opportunity no longer exists for repairing old 
errors or achieving new success creates a sense 
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of frustration and increases the feeling of inse- 
curity. In women loneliness or fear of a loss of 
physical attractiveness may be a contributing fac- 
tor. Perhaps old friends are beginning to die, or 
children to whom the patient has devoted her 
life are leaving home and are becoming preoc- 
cupied with their own lives and families. She 
may feel that she is no longer needed. 

The manifest symptoms of the psychosis are 
often preceded by a pericd during which the pa- 
tient exhibits hypochondriacal trends, becomes ir- 
ritable, peevish, pessimistic, is perhaps suspicious 
and shows a disinclination for effort. She is un- 
able to concentrate and shows doubt and inde- 
cision. The patient complains of distressing sen- 
sations in the head, eats poorly, loses weight, wor- 
ries about health or finance and become apprehen- 
sive and restless. The depression increases and the 
patient becomes agitated, anxious, expresses de- 
lusions of sin, unworthiness, disease and of im- 
pending death. The patient’s appearance becomes 
one of extreme emotional pain and misery. The 
fear, apprehension and agitation increase. Not 
infrequently ideas of suicide are entertained and 
perhaps attempts at ending her life are made. It 
will thus be seen that we must not think of the 
involutional depressive reaction as a_ circum- 
scribed disease entity resulting from clearly de- 
fined bodily changes but rather that we have 
to do with an individual whose mental disorder 
is the logical but unfortunate culmination of life- 
long personality tendencies. 

I am somewhat troubled by the fact that this 
presentation has had very little or no material that 
has been of clinical value. I trust at another meet- 
ing someone else will present that important aspect 
of psychiatry. It occurred to me, however, that 
perhaps on one occasion a few of you might be 
interested in some of the ways in which the mind 
operates in all human beings, both in those who 
are subjectively and socially well adjusted and 
are therefore called healthy in mind, and in those 
who are not so adjusted and are therefore called 
mentally ill. 





Dysphagia is the most significant symptom of 
esophageal cancer. Approximately 80 per cent occurs 
in males. 

* * * 


Early diagnosis of esophageal cancer is possible only 
when a cervical, retrosternal or epigastric abnormal 
sensation is not regarded as a neurosis. 
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Esophagoscopy is indicated in every patient com- 
plaining of difficulty in swallowing, in patients over 
forty years of age when the cause of difficulty is in 
doubt. 


* * * 


Gastric polyposis is rare but is considered pre- 
cancerous. 
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Intestinal Obstruction after 
Gastric Surgery 


By Roland P. Reynolds, M.D. 
and 
Meyer O. Cantor, M.D. 


Detroit, Michigan 


NTESTINAL obstruction is not an uncommon 
occurrence following gastric surgery. There 
are many operative procedures which may be per- 
formed upon the stomach. Each may present some 
particular hazard toward small bowel obstruction 
because of the anatomical changes that were made 
in the stomach or duodenum. We shall concern 
ourselves in this paper with only three of the most 
common surgical gastric procedures. These are: 
(1) closure of a. perforated ulcer; (2) gastro- 
jejunostomy (anterior or posterior), and (3) 
gastric The gastrojejunostomy and 
gastrectomy may be performed with vagotomy. 


resection 


Intestinal obstruction is an uncommon sequeli 
following the surgical treatment of perforated 
peptic ulcer whether duodenal or gastric. The ob- 
struction may be divided into two main groups. 
In the first group would appear the non-specific 
type of intestinal obstruction following closure of 
a perforated ulcer. By non-specific we mean that 
this type of bowel obstruction might occur after 
any abdominal operation as a result of adhesions, 
plastic exudate or peritoneal infection. The 
specific type of bowel obstruction after closure of 
a perforated peptic ulcer is that type which is due 
to that specific procedure directly. 


In the non-specific type of small bowel ob- 
struction a knuckle of bowel may become adherent 
to the incision in the anterior abdominal wall and 
result in obstruction, or a loop of bowel may be- 
come adherent to the abdominal wall with a 
volvulus effect, or a loop of bowel may slip 
through or around a loop so attached resulting 
in a small bowel volvulus of varying extent. There 
are many and varied types of intestinal obstruction 
due to adhesions which form following any ab- 
dominal procedure and the closure of a perforated 
ulcer is not an exception. 


Specifically the closure of a perforated ulcer 
would seem to carry little or no hazard in the 
causation of small bowel obstruction. This is not 
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the case. A knuckle of bowel may become ad- 
herent to the point of closure and so become ob- 
structed. This is particularly likely to occur if long 
“tails” are left upon the suture used in the closure. 
If a live loose-attached omental graft is brought 
up and sutured over the point of perforation, a 
loop of bowel may slip through the loop so formed 
and thus produce intestinal obstruction. The 
closure of a perforated ulcer by purse-string or 
plicating sutures may so narrow the duodenum or 
pylorus that stenosis results. In addition to these, 
the not infrequent subphrenic or pelvic abscess 
which results from a perforated peptic ulcer may 
cause bowel obstruction. This may be of three 
main types: (1) the abscess may produce intestinal 
obstruction by the edematous changes or a plastic 
exudate upon the bowel in contact with it; (2) 
the abscess may be large enough to cause bowel 
obstruction by compression; (3) as a late sequeli 
of an abscess violin-string adhesions may form 
which cause bowel obstruction years later. In 
addition to the above types of mechanical ob- 
struction, a paralytic ileus is a usual accompani- 
ment of all intra-abdominal infectious processes. 
Posterior wall ulcers may penetrate into the 
pancreas. Although this does not generally result 
in a diffuse peritonitis, it may cause paralytic 
ileus as a result of infection in the lesser peritoneal 
cavity or a pancreatitis of varying degrees. The 
clinical findings in a case of this type would be 
those of paralytic ileus due to the penetration of 
the posterior wall ulcer into the pancreas. The 
treatment in a case of this type should be con- 
servative if a diagnosis is made clinically. In 
those cases in which a diagnosis is not made 
clinically and surgery is performed an opening 
should be made through the gastro colic omen- 
tum and the perforation closed. If the patient 
is seen early enough gastric resection has been 
advocated as definitive surgery. Generally cases 
of this type had best be treated by suction and 
intravenous alimentation. 
sub-total gastrectomy 
are by far the most common operative procedures 
upon the stomach. Of the two, partial gastrectomy 
is the most common. Each of these procedures, 
however, carries with it the danger of small bowel 


Gastroenterostomy and 


obstruction. 

The first case in which obstruction and intestinal 
loop detachment occurred following  gastro- 
enterostomy was the case described by Kehr in 
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1899.° This was only 18 years after the first gastro- 
enterostomy had been performed by Wolfler.** 
Although isolated case reports of this type have 
appeared in the literature from time to time, it 
still remained a rather uncommon accident. This 
is especially true in this period in which gastro- 
enterostomy has lost much of its popularity. The 
type of small bowel obstruction specific to the 
operative procedure of gastroenterostomy depends 
to some extent upon whether an anterior or 
posterior gastrojejunostomy was performed, and 
in addition whether it was iso-peristaltic or anti- 
peristaltic. 

The most uncommon type of small bowel ob- 
struction is the type described by Hellens and 
Nummi,* in which following an anterior gastro- 
enterostomy with an entero-anastomosis between 
the loops, some years later it was found that the 
gastroenterostomy stoma had completely closed. 
The intestinal loop had become detached from the 
stomach and had obstructed. A second rather un- 
common complication producing small bowel ob- 
struction is due to jejunal prolapse following gastro- 
enterostomy.’! This occurrence is rather uncom- 
mon but by no means rare. Aleman’ in 1948 re- 
viewed the literature and reported seventy cases 
of an acute or chronic type to which he added 
two cases of his own. In an obstruction of this 
type, the process may be acute or chronic. In 
some cases the prolapse reduces itself spontaneously 
and such cases do not require surgical correction. 
In the acute type of prolapse surgical correction 
is indicated particularly if the patient is in good 
condition. In such cases, the gastroenterostomy 
should be taken down and a partial gastrectomy 
performed. 

If a posterior gastroenterostomy is performed 
and if the stomach proximal to the line of 
anastomosis is not well anchored to the opening in 
the mesocolon, it may tear through with the result 
that the afferent and efferent limbs of the gastro- 
enerostomy may be so compressed against each 
other through the small opening that they become 
obstructed. The signs and symptoms would be 
those of high intestinal obstruction. The treat- 
ment would be prompt surgical correction. Another 
type of intestinal obstruction following posterior 
gastroenterostomy may occur. If the jejunum is 
anastomosed to the dorsal surface of the 
stomach incorrectly on a_ horizontal plane, 
when the patient assumes the erect position the 
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loop of jejunum will tend to twist on its long 
axis. As a result, the proximal or distal loop may 
become obstructed at its end. This is particularly 
apt to occur if the jejunum has become somewhat 
edematous. In cases of this type signs and symp- 
toms of intestinal obstruction appear within the 
first ten days. It is imperative that the gastro- 
enterostomy be taken down, the bowel resected, 
and a new gastroenterostomy properly placed. 


In those cases in which an anterior gastro- 
enterostomy is performed, hazards of a different 
type may occur. If the proximal loop is anasto- 
mosed to the greater curvature as a short loop 
and the distal loop anastomosed to the pyloric 
side in an iso-peristaltic fashion, volvulus of the 
proximal or distal loops is unlikely. Retrograde 
intussusception of the distal loop may occur how- 
ever through the anastomosis producing intestinal 
obstruction. A second type of obstruction may 
result if a loop of small bowel passes into the space 
lying between the gastroenterostomy in front and 
the transverse colon behind. Such loops of bowel 
may slip into this space from left to right or from 
right to left causing volvulus of the small bowel 
so internally herniated. Surgical correction as 
soon as possible is required in such cases because 
of the marked tendency toward strangulation due 
to the volvulus. 


In cases in which an anti-peristaltic anasto- 
mosis is performed by anastomosing a long af- 
ferent loop to the pyloric side and a distal loop 
to the greater curvature side, and if the mesentery 
is short, it is possible for the mesentery to compress 
the afferent loop as to produce intestinal obstruc- 
tion. 


Taking down this anastomosis and making 
an iso-peristaltic type of anastomosis would be the 
corrective procedure. 


Stomal obstruction due to edema, infection or 
kinking may occur at the opening of the proximal 
or distal loop into the stomach. If the proximal 
stoma is obstructed, bile and pancreatic juice will 
regurgitate into the stomach through the pylorus 
if patent. If the pylorus is completely stenosed, 
great duodenal distention may occur. If the stoma 
of the distal loop becomes obstructed, the line of 
anastomosis may be jeopardized by the distention 
of its wall. Serious consequences from proximal or 
distal jejunal loop obstructions at the stoma are 
rather uncommon because in most cases the pylorus 
is patent so that bile and pancreatic juice may 
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reflux into the stomach in a case of gastro- 
enterostomy. This can be removed by suction via 
a Levin tube. This is not the case, however, after 
a sub-total gastrectomy because the duodenal 
stump is closed. 

A last, but not least important type of small 
bowel obstruction as a result of a _ gastro- 
enterostomy is axial rotation of the jejunum. This 
only occurs as a result of an error in surgical tech- 
nique. This occurs when the surgeon begins the 
jejunal anastomosis on the mesenteric edge and 
ends the anastomosis on the anti-mesenteric edge. 
As a result, the jejunal loop anastomosed to the 
stomach becomes twisted on its long axis under- 
going axial rotation and so becoming completely 
obstructed. Treatment consists in taking down the 
anastomosis and reconstructing it along straight 
lines. 

Intestinal obstruction after gastric surgery may 
be of many types. The simplest type of obstruction 
exclusive of the non-specific variety following any 
abdominal procedure, is stomal edema. 

When we speak of the stoma following partial 
gastrectomy, we do not refer to the entire gastro- 
jejunal anastomotic line. We refer only to the 
lumen of the proximal or distal jejunal loop.”* It 
should be apparent that regardless of whether one 
performs a Polya type of anastomosis with a wide 
stoma or a Hofmeister type of anastomosis with a 
small stoma, that the true gastric stoma is that 
opening into which the gastric or intestinal con- 
tents are poured, namely, the circumference of the 
jejunal loop which receives it. In the case of the 
efferent loop it would be the circumference of the 
efferent jejunal loop attached to the stomach. 
Obstruction at this point will produce high in- 
testinal obstruction, whereas obstructions at the 
stoma of the proximal loop will result in accumula- 
tion of bile and pancreatic juice into the proximal 
loop. This loop having a blind end at the duo- 
denum is apt to result in duodenal stump blow-out 
with resultant peritonitis. 

There are three recognizable types of stomal 
obstruction. These are in the order of occurence: 
(1) stomal edema which may be the result of an 
electrolyte imbalance, either a hypo-chloremia or 
a hypo-proteinemia; (2) obstruction of the stoma 
as a result of adhesions or as a result of too 
high tacking of the jejunal loop to the lesser 
curvature side of the stomach with a resultant 
down-drag of the weighted loop causing sharp 
angulation and obstruction; (3) paralysis of the 
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distal jejunal loop.? This is most uncommon. It 
may occur when the pancreas has been traumatized 
in the release of a penetrating posterior wall ulcer 
whether it be gastric or duodenal. 

When it has been established that the cause of 
the obstruction of the stoma is on the basis of 
stomal edema, the correction of the electrolyte im- 
balance or hypo-proteinemia results in a release 
of the obstructing process. Plasma or whole blood 
may be given intravenously. Ground meat may 
be given by mouth via a fine polyethelene tube 
as suggested by Fallis.2 Constant suction applied 
to in indwelling Levin tube in the stomach is 
required. The authors on one occasion treated 
a patient in this way for 23 days before the ob- 
struction relented and continuity of the bowel was 
completely re-established. Graham* reported one 
case which he had treated in this fashion for 56 
days. If it has been established radiologically that 
the obstruction is not due to stomal edema but is 
mechanical in nature, surgical correction is neces- 
sary. Lysis of adhesive bands is usually sufficient. 
In those patients in whom a loop of bowel was 
tacked too high along the lesser curvature, re- 
leasing this loop reduces the angulation and hence 
also relieves the obstruction. 

Paralysis of the distal jejunal loop may occur 
after sub-total gastrectomy and result in gastro- 
intestinal stasis. This is an uncommon type of 
bowel obstruction. Four cases of this type were 
reported by the authors. In all these patients re- 
operation was resorted to when conservative 
measures failed. At the second operation, both the 
gastrojejunal and the stomal openings were found 
to be of normal caliber. In each case there was a 
marked atony of the distal jejunal loop noted. 
In each case an entero-anastomosis was performed 
and in each instance the patient expired. It 
would seem from this experience that the treat- 
ment of choice would be long tube alimentation 
over sufficiently long period of time until the 
process producing the atony of the distal loop had 
resolved and peristaltic activity had been re- 
established. In those patients surgically treated, 
jejunostomy for purposes of feeding is the pro- 
cedure of choice. 

Volvulus of the stomach may occur at any time 
following sub-total gastrectomy. This is especially 
apt to occur if a long loop anterior gastro- 
jejunostomy is performed. At times an adhesive 
band or a bridle of omentum may wrap itse!' 
around the proximal and distal jejunal loops pro- 
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ducing a mild partial obstruction. The resultant 
stagnation of intestinal contents may so weight 
down the proximal and distal jejunal loops that 
the stomach undergoes volvulus. In cases of this 
type, gangrenous changes occur rapidly. Surgical 
intervention as soon as possible is the only treat- 
ment. Volvulus of the stomach may occur in 
a different fashion. In a review of 425 sub- 
total gastrectomies performed at Grace Hospital, 
one volvulus of the stomach was found as a late 
complication. This patient had been resected 
several years previously. The stomach had become 
adherent to the abdominal wall about one-third 
the distance from the esophageal opening to the 
With this portion of the 
stomach acting as a fixed point, the distal portion 
of the stomach and the gastrojejunostomy had 
undergone volvulus producing a high intestinal ob- 
struction. This same complication may occur fol- 
lowing gastroenterostomy. 

Adhesions may cause small bowel obstruction 
after gastric resection by compression of either the 
gastrojejunostomy or the proximal or distal loops. 
On occasion, an omental bridle may become ad- 
herent to the proximal or distal loops from the 
duodenum causing bowel compression. On 
occasion the omentum may pass behind the gastro- 
jejunostomy and sweep from left to right over the 
proximal and distal jejunal loops obstructing them. 
Volvulus of the proximal or distal jejunal loops 
as a result of this latter type of adhesion is not 
rare. The treatment of this type of case is simple 
lysis or resection of the omental bridle or band. 

Internal herniation may occur following a gastric 
resection. In the case of a true Polya in which 
a posterior gastrojejunostomy is performed, the 
proximal or distal jejunal loops or both may 
herniate through the opening in the mesocolon. 
Intestinal obstruction is the usual result of this 
accident. To prevent this complication the 
stomach should be well anchored to the opening 
in the mesocolon. On occasion when the meso- 
colon is very short, the sutures may pull through 
with the result that both proximal and distal 
jejunal loops herniate through the mesocolonic 
opening and become obstructed. At operation 
upon cases of this type it may be possible to with- 
draw the herniated loops of bowel through the 
mesocolonic opening and anchor the stomach side 
well to the rent in the mesocolon as well as to the 
dorsal edge of the transverse colon. 


line of anastomosis. 


If an ante-colic type of gastrojejunostomy is 
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performed following a gastric resection, it is imr. 
portant to know whether an iso-peristaltic or an. 
anti-peristaltic type of gastro-jejunostomy was 
done. In the event that an anti-peristaltic type of 
anastomosis ‘was performed in which the proximal 
loop was anastomosed to the lesser curvature and 
the distal loop to the greater curvature, intestinal 
obstruction of two types may occur. In the first 
type, if the mesentery of the small bowel is short 
it may cut into or compress the proximal loop 
lying behind it and so produce proximal loop ob- 
struction. This results in marked distention of the 
proximal loop and may result in a blowout of the 
duodenal stump.’° A second type of intestinal 
obstuction as a result of anti-peristaltic gastro- 
jejunostomy of the ante-colic type is produced 
when the proximal limb twists behind the 
anastomosis coming to lie between the transverse 
colon and the gastrojejunostomy producing a 
volvulus of the proximal limb. The proximal loop 
becomes tremendously dilated and may become 
gangrenous because of strangulation or duodenal 
stump blowout may occur.’* In cases of this type, 
if no strangulation has occurred the proximal limb 
should be tacked to the distal limb with interrupted 
000 silk and an enteroanastomosis between the 
loops performed. If gangrenous changes have 
occurred, it may be necessary to resect the duo- 
denal stump and the entire proximal limb trans- 
planting the common duct and pancreatic ducts 
into the jejunum. 

Hublin® has reported a rather unusual type of 
bowel obstruction after gastrojejunostomy with 
enteroanastomosis. Volvulus of the small bowel 
may occur around the enteroanastomosis pro- 
ducing obstruction. The bowel may also pass be- 
tween the loops becoming obstructed. To avoid 
this complication, the two loops both proximal and 
distal should be sutured together with interrupted 
sutures and the space between the proximal and 
distal loops in front and the transverse colon be- 
hind should be obliterated by tacking the loops 
to the transverse colon. Herniation of either the 
proximal or distal jejunal loops through the gastro- 
jejunostomy may occur producing an intussuscep- 
tion with intestinal obstruction. This is most likely 
to occur in the anti-peristaltic type in which a long 
proximal loop is present. It is less likely to occur 
in the iso-peristaltic type of gastrojejunostomy in 
which the proximal loop is attached to the greater 
curvature and the distal loop to the lesser. 

The well-known tendency of the intestine to 
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creep into openings and recesses is responsible for 
a rather unusual type of intestinal obstruction after 
gastric surgery. Part of the small bowel may slip 
into the recess behind the gastrojejunostomy and 
the transverse colon. Strangulation of much of 
the small bowel may occur as a result. Generally 
this hernial opening is so wide that no real hernia- 
tion with gangrene of the intestine results, except 
in advanced cases. Passage of intestinal contents 
through this herniated bowel is blocked with the 
result that progressive ileus may result. Stammers™ 
reported four cases of this rather uncommon 
occurrence. 

Retrograde intussusception is a rare complica- 
tion of operations on the stomach. A retrograde 
invagination of the small intestine through the 
gastrojejunostomy is occasionally found. It has 
been noted after anterior gastrojejunostomy as 
well as posterior gastrojejunostomy. Tuomikoski 
collected twenty-nine cases of this type from the 
literature and added one of his own. Up to 1951, 
the number of published cases of this type did 
not exceed fifty. In one case reported by Hublin 
this complication recurred two times after gastric 
resection of the Billroth No. 2 type. The amount 
of small bowel intussuscepted retrogradely into the 
stomach is extremely variable ranging from a few 
inches to as much as two feet. In most cases it 
may easily be reduced without necrosis. Occasion- 
ally necrosis of the intussuscepted loop may occur 
which require bowel resection. This retrograde 
intussusception may be acute or chronic. In many 
of the chronic cases the small loop of bowel 
spontaneously reduces itself. In the acute case, 
spontaneous reduction does not occur and surgical 
correction is imperative. As a rule reduction is 
simple. Tacking the proximal and distal loops 
together is usually a corrective 
measure. In those cases in which necrosis of the 
bowel intussuscepted into the stomach is found, 
resection and re-anastomosis is required. In- 
tussusception of the proximal loop into the stomach 
may occur as late as 15 years after a gastric re- 
section with a long proximal loop. 

A rather rare and bizarre type of intestinal ob- 
struction described as the “vicious circle” type may 
occasionally occur. Hublin® describes this as 
occurring after gastroenterostomy or gastric re- 
section. In this type of case, barium is seen to 
circulate from the stomach through the descending 
limb through the enteroanastomosis, up _ the 
ascending limb and back into the stomach at a 


sufficient as 
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very rapid rate. Such patients become nutritional 
problems. Hublin suggests as treatment the re- 
section of the ascending limb resulting in a Y- 
shaped gastrojejunostomy. The mechanism in- 
volved could be ascribed to wrongly directed 
peristalsis which does not drive the stomach con- 
tents out into the intestine but instead through the 
enteroanastomosis and into the ascending limb and 
back through the stomach. Retrograde invagination 
may be due to peristalsis of this type. 


Summary 


The non-specific type of small bowel obstruction 
following gastric surgery will probably always con- 
stitute a problem. Little can be done to prevent 
their occurrence if proper hemostasis, gentleness 
in handling tissue, avoidance of hot packs and 
other well-known causes of adhesions are avoided. 
Stomal edema may be prevented by proper prepa- 
ration of the patient. Correction of hypochloremia 
and hypoproteinemia before surgery as well as im- 
proving the patient’s nutrition will reduce this 
problem to a minimum. All the types of bowel 
obstruction that result from a loop type of gastro- 
jejunostomy such as the Polya, Hofmeister, or 
Billroth No. 2 may be completely eliminated by 
the simple expedient of avoiding such _ loop 
operations whenever possible. The Billroth No. 1 
procedure re-establishes the continuity of the bowel 
without any loop. From this it would appear to 
be the answer to the majority of obstructions 
following partial gastrectomy. 
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Perforation of the Esophagus 


By John E. Summers, M.D., 
Grand Rapids, Michigan 


and 


Arthur L. Stanley, M.D., 
Christopher J. Stringer, M.D. 
Lansing, Michigan 


ERFORATION of the esophagus is a surgical 
emergency requiring immediate attention. 
Fortunately most cases are already in the hands 
of a physician when the perforation occurs so that 
recognition of the lesion and institution of proper 
treatment with a favorable outcome is usually 
possible. Of the fifty cases of perforation of the 
esophagus reported by Seybold et al*? from the 
Mayo Clinic, thirty-three followed instrumenta- 
tion. The use of the esophagoscope and the 
Plummer hydrostatic dilator were responsible for 
the majority of these instrumental perforations. 
Next in order as the cause of perforation of the 
esophagus is the swallowing of foreign bodies. 
Among the intrinsic causes of rupture, a most un- 
usual one is noted in the case presented by Kerr 
et al** of a three-year-old child who bit a filled 
inner tube. The most common foreign bodies 
causing perforation of the esophagus are fish and 
chicken bones. Safety pins are a common cause in 
infants. 

Perforation of the esophagus from extrinsic 
causes is rare. Among the external causes are 
trauma, rupture of aortic aneurysm into the esoph- 
agus,"*® complications following extrapleural 
pneumothorax** and _ following intrathoracic 
operations on adjacent structures.”° 

Spontaneous perforation of the esophagus,?-*?° 
18°20,22-24,26,28-30,33,86 practically always occurs in 
the lower part of the esophagus just above the 
diaphragm. Anderson! in 1952 reported 108 cases 
of spontaneous perforation of the esophagus with 
only thirty recoveries and all of the recoveries fol- 
lowed surgery. In the discussion following this 
paper, Abbott? added thirty-one cases, Heroz two, 
Overholt one, Waterman six, and Fryfogle pre- 
sented the history of a newborn infant who sus- 
tained a rupture of the lower end of the esophagus 
due to complete obstruction from a congenital 
diaphragm in the esophagus. Wangensteen (in 
discussion’) does not like the term “spontaneous 
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perforation” and prefers to call the disease “acid- 
peptic perforations of the esophagus.” Samson*° 
calls it “post emetic rupture of the esophagus.” 
There has been considerable speculation on the 


Aortic arch, 





Left 
bronchus/7 “~S. cases (10%) 
—---18 cases (36%) 
Diaphragm 


Fig. 1. Location of perforation of the esophagus 
as reported from the Mayo Clinic.%? Of the 
twenty-seven cases of perforation occurring in the 
cervical esophagus, fifteen occurred at esophagos- 
copy and seven were due to foreign bodies. The 
perforations in the upper and mid-thoracic esoph- 
agus were due to foreign bodies. Of the eighteen 
cases of perforation occurring in the lower end 
of the esophagus, fifteen were due to attempts at 
dilatation of cardiospasm or stricture. 


cause of spontaneous perforation of the esophagus. 
It is said that the usual patient is a middle-aged 
malé, previously healthy, who, following excessive 
alcoholic intake and vomiting, sustains a rupture 
in the vulnerable part of the esophagus, i.e., the 
supradiaphragmatic portion. Many of these 
patients have given a history suggestive of peptic 
ulcer. 


Perforation of the esophagus following esophagos- 
copy usually occurs in the cervical esophagus. 
The pharyngeal funnel narrows abruptly as it 
enters the esophagus where the inferior part of 
the inferior constrictor muscle of the pharynx 
(called the crico-pharyngeus muscle) keeps the 
esophagus closed. The posterior plate of the 
cricoid cartilage is held tightly, by the crico- 
pharyngeus muscle, to the bodies of the sixth and 
seventh cervical vertebrae. Due to the thinness 
of the posterior wall of the esophagus, the tonic 
closure of the esophageal opening and the bodies 
of the cervical vertebrae directly posterior, per- 
foration of the esophagus here occurs in the 
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posterior wall of the esophagus. At the time of 
esophagoscopy, the posterior wall of the esophagus 
may be traumatized sufficiently to allow a per- 


foration to develop later. Esophagoscopy in a 


_Cricoid cartilage 


\ _Pyriform sinus 
px Cricopharyngeus m. 
; (Inf. constrictor m.) 
= at 


2_Cervical 
vertebra 


Direction of 
cricoid pressure 
Cricoid Cortical 


Esophagus_ 


Cricopharyngeu imminent 


Fig. 2. A diagrammatic cross-section through the 
pharynx at the level of the cricoid cartilage to illustrate 
how the cricopharyngeus muscle holds the posterior plate 
of the cricoid cartilage against the posterior wall of the 
pharynx and the bodies of the cervical vertebrae. Below, 
diagrammatic sagittal section illustrating the problem of 
getting the esophagoscope past the cricopharyngeus 
muscle. 


patient who has not had adequate x-ray examina- 
tion of the esophagus may eventuate in perforation 
of a diverticulum.*® 

Following perforation, the esophageal contents 
escape into the retrovisceral space and inflamma- 
The complaints are pain, and 
difficulty in swallowing. The signs are air in the 


tion develops. 


tissue, tenderness over the area and rigidity of 
the cervical spine. X-rays disclose air in the 
tissues and displacement of the trachea forward. 
Whereas some of these patients with small per- 
forations will localize their infections and recover, 
the the 
retrovisceral space as advocated by von Hacker in 
1901.*° This operation, called cervical medias- 
tinotomy, is approached through an 
along the anterior border of the sternocleido- 
mastoid muscle (when the site of the cervical per- 
foration is not definitely localized, the operation 


treatment of choice is drainage of 


incision 
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should be in the right side of the neck). The 
sternocleidomastoid, sternohyoid and sternothyroid 
muscles are exposed and with the carotid sheath, 
are retracted laterally. When the lateral lobe of 


—, mastoid m. 
“Thyroid gland 


Fig. 3. Cervical mediastinotomy with drainage 
of the retrovisceral space is the treatment of choice 
for perforation of the cervical esophagus. 


Bi RST AE i 
Skin incision for posterior 
inferior mediastinotomy 


Fig. 4. Posterior mediastinotomy has been used 
for draining the mediastinum after perforation of 
the thoracic esophagus. It is probable that trans- 
pleural approach will give better results. When 
there is involvement of the pleural cavity, as there 
always is in “spontaneous perforation,” trans- 
pleural approach with suture of the laceration is 
indicated. 


the thyroid gland is elevated it may be necessary 
to ligate branches of the inferior thyroid veins. By 
blunt dissection, the retrovisceral space behind the 
esophagus is opened and drained. 

Foreign bodies are more apt to perforate the 


cervical esophagus than other parts of the esoph- 


agus. Here, following proper examination, local- 
ization of the foreign body and preparation of the 
patient, the foreign body must be removed and 
cervical mediastinotomy performed if inflamma- 
tion has developed. 

Perforation of the thoracic esophagus usually 
occurs at the points of constriction. These are in 
the mid-esophageal region where the esophagus 1s 
compressed from the left by the arch of the aorta 
and anteriorly by the crossing of the left main 
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Fig. 5. Initial chest x-ray showing the piece of glass 
lodged in the cervical esophagus. Glass is partially radio- 


paque. 


stem bronchus, and just above the diaphragm. 

Perforation in the upper and mid-esophagus is 
usually due to foreign bodies. The supradia- 
phragmatic portion, besides being the site of the 
spontaneous perforation, is the place where dilata- 
tions for cardiospasm and strictures can readily 
result in rupture. 

Perforation of the upper and mid-esophagus 
gives rise to mediastinitis and may enter one or 
both pleural cavities. When the latter occurs, 
pneumothorax, subcutaneous emphysema and 
later pleural effusion with emphysema supervenes. 
The complaints here are pain in the chest, 
dysphagia, chills, fever, and when the pleural 
cavity is entered the symptoms are more severe 
with pain, dyspnea, cyanosis and a_ shock-like 
picture. Tension pneumothorax easily develops. 
When the pleural cavity is entered the chest x-ray 
is characteristic but when the lesion is confined 
to the mediastinum, one may see only widening of 
the mediastinum. Posterior mediastinotomy with 
retro-pleural drainage has been the operation of 
choic : 


in treating mediastinitis. However, this 
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Fig. 6. The piece of glass recovered from stool on the 
second postoperative day is here superimposed on chest 
x-ray in Figure 5. 


approach has certain disadvantages so that trans- 
pleural drainage is probably the approach of 
choice. 

Perforation of the lower end of the esophagus 
is usually due to instrumentation (attempts to 
dilate cardiospasm or stricture) and to “spon- 
taneous perforation.” Perforation at this location 
is characterized by entering one or both pleural 
with the resultant 
pneumo- and hydro-thorax. 


cavities complications of 
The complaints are 
severe pain, usually abdominal and later thoracic, 
with the rapid development of a shock-like picture. 
One of us (J.E.S.) has been associated with one 
such case of “spontaneous perforation” which was 
operated upon for perforated peptic ulcer; the 
true lesion, perforation of a peptic ulcer of the 
lower esophagus, was disclosed at autopsy. The 
diagnosis is easily made provided one thinks of 
it. The pneumo-thorax (later becoming a pneumo- 
hydro-thorax), subcutaneous emphysema, tension 
pneumothorax and the aspiration of gastric con- 
tents from the pleural cavity are characteristic. 


The diagnostic triad of “spontaneous perforation 
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Chest x-ray following esophagoscopy revealed right pneumothorax. 


Fig. 8. 


The incidence of pleural entry 


increases as the site of the esophageal perforation moves down; in the cervical esophagus, pleural involvement is 
unusual; perforation of the lower esophagus practically always involves one or both pleural cavities. 


Fig. 8. Oral ingestion of radiopaque material, in this case, does not reveal a laceration of the esophagus even 


though there has been a direct pleural entry. 


of the esophagus”? are: (1) rapid respiration; 
(2) abdominal rigidity, and 3) 


emphysema. 


subcutaneous 


Such a patient is desperately ill and one may 
hesitate to operate, but immediate transpleural 
approach with suture of the laceration and 
cleansing of the mediastinum and pleural cavity 
with transpleural closed drainage has given excel- 
lent results.?:?:4:1920,21,23,30,32,37 Tt is to be noted 


that whereas closure by suture with drainage of 


the mediastinum and pleural cavity is frequently- 


feasible in “spontaneous perforation” occurring in 
the lower esophagus, perforations in the upper 
thoracic and cervical esophagus are usually treated 
by drainage only. The increasing awareness of the 
profession to the occurrence of “spontaneous per- 
foration” of the esophagus is reflected in the 
number of papers appearing on the subject. 


Case Report, No. 5569 


The patient, a ten-months-old white boy, was carried 
to the emergency room of a hospital Wednesday evening, 
August 12, 1953. The mother stated that she had seen 
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Pleural effusion would develop rapidly. 


the baby break a glass ash tray and put a piece of the 
glass in his mouth, but that she was unable to prevent 
him from swallowing it. Following this, the baby spit 
up a little blood and was fretful. The intern on duty 
had three x-ray films taken and after examining the 
child told the mother that the baby had not swallowed 
the glass and to take him home. The infant was very 
restless that night crying and keeping the family up 
most of the night. The next day the family doctor was 
called but he also did not think that the baby had 
swallowed the glass. Later that day the roentgenologist 
saw the x-ray film (Figs. 5 and 6) and noted a foreign 
body in the cervical region. Esophagoscopy was attempted 
but the foreign body was not recovered. During oF 
shortly thereafter the baby became acutely ill and chest 
x-ray (Fig. 7) showed right pneumothorax. The infant 
was then transferred to the Ingham Sanatorium. 


Examination revealed an acutely-ill appearing white 
male infant apparently in respiratory distress. Right 
pneumothorax was present. Temperature 101 F- 
rectally; pulse 130, respirations 32 per minute; blood 
count: RBC, 3.86 million; hemoglobin 11.9 grams (71.4 
per cent); WBC 15,300 with 61 per cent polys. The 
temperature rose to 103 F. rectally. A small amount of 
radiopaque liquid was given orally and no leak from 
the esophagus was seen (Fig. 8). Antibiotics were ad- 
ministered. 
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On August 14, 1953, under ethyl chloride and ether 
anesthesia, bronchoscopic and esophagoscopic examina- 
tions were performed. Bronchoscopy was negative. 
Esophagoscopy revealed a small defect in the right 
posterolateral wall of the esophagus just above the level 
of the aortic arch. Directly following this examination 
and under endotracheal anesthesia, right thoracotomy was 
performed. A small amount of thick purulent appearing 
material was noted in the lower posterior pleural space. 
Immediately above the root of the lung a laceration in 
the mediastinal pleura was noted and extensive in- 
flammatory changes were present around this area. The 
mediastinum was opened and thoroughly debrided and 
washed out. No definite tear in the esophagus could be 
demonstrated. The mediastinum was drained retro- 
pleurally and closed drainage of the right pleural cavity 
was instituted. Recovery was uneventful. Drainage was 
minimal. On the second postoperative day, the infant 
passed the piece of glass during a normal defecation. 
One week postoperatively the skin sutures were removed 
(Fig. 9) and the patient was discharged. 


Comment 


This case illustrates several typical features of 
perforation of the esophagus by a foreign body. 
It should be remembered that parents are 
occasionally correct in their observations; also that 
glass is partially radiopaque. The foreign body 
lodged in the cervical esophagus. Just which 
component, the foreign body or the esophagoscope, 
predominated as the etiological agent in the per- 
loration of the esophagus is not known. Direct 
involvement of the right pleural cavity occurred 
during esophagoscopy. The foreign body trans- 
versed the remainder of the gastrointestinal tract 
without incident. 


Summary 


Perforation of the esophagus is discussed and a 
case is presented. Perforation of the esophagus is 


a surgical emergency which can be successfully 
treated. 
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the piece of glass which he had previously swallowed. 
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Trichiniasis 
Report of Six Cases 


By Willard D. Mayer, M.D. 
and 
Max R. Beitman, M.D. 


Detroit, Michigan 


RICHINOSIS or trichiniasis is an infestation 

with a round worm, the trichinella spiralis. 
The infestation is acquired by the ingestion of flesh 
which contains the encysted larvae of the parasite. 
The disease is characterized by various local signs 
and symptoms particularly as regards the muscles 
and there is generally an associated systemic re- 
action. The trichinella spiralis has a world-wide 
distribution, its principal reservoir for human con- 
sumption being the pig. However, the trichinella 
spiralis has been found in rats, mice, bear, dogs, 
foxes, wild boars, cats and other carnivora. Fish, 
reptiles and birds have never been found as hosts 
to the parasite. The United States Public Health 
Service has estimated through diaphragm studies, 
that 17 per cent of the population in the United 
States are infested. This percentage of the popula- 
tion may become ill and exhibit symptoms, of 
which one-fifth per cent are confined to bed by the 
disease. All hosts are known to harbor both the 
larval and adult forms. 

Man becomes infested by eating raw or in- 
sufficiently cooked porcine products which contain 
the encysted larvae. This disease has occurred 
after the ingestion of bear meat and in those 
countries where dog meat is eaten. Rats are a fac- 
tor in the transmission of the disease as hogs will 
consume infected rats, in this manner being them- 
selves infested, and thereby later becoming the 
source of transmission to man. When man eats 


pork products containing viable encysted larvae,. 


the cyst capsule is digested in the stomach and 
the larvae are set free. These larvae attach them- 
selves to the walls of the stomach, jejunum and 
duodenum. In this area they develop into adult 
worms in two or three days. The male is about 
1.5 mm. and the female 3 mm. in length. The 
males die after impregnation of the female, but 
as a rule cannot be found in the stools. The 
fertilized females penetrate the mucosa of the 





From the Medical Service of Harper Hospital, Detroit, 
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bowel and about eight days after impregnation 
fully formed embryos are discharged. These em. 
bryos are fully and completely formed when born, 
being very small (about 0.1 mm. in length) and can 
easily penetrate the lymphatics and the blood 
vessels. They are thus readily disseminated 
throughout the body by way of the portal blood 
stream, the thoracic duct, subclavian vein and 
through the systemic circulation. 


Those embryos which reach striated muscles 
survive, the common muscle sites being the dia- 
phragm, tongue, ocular muscles, skeletal muscles, 
with the deltoids and intercostals preferred. How- 
ever, the embryos have been found in the heart 
muscle, spinal fluid, bone marrow and milk of 
nursing mothers. In the striated muscles the em- 
bryos penetrate the muscle fibers and grow to a 
length of 1 mm. Here they may become coiled and 
encysted and can remain viable for as long as 
twenty years. This encapsulation begins at about 
the thirty-fifth day. The cycle is said to be com- 
pleted when this muscle food is ingested and the 
larvae are again liberated. 


Many studies have been made to attempt to 
determine the degree of heat needed to kill the 
encysted larvae in pork. One hundred and forty 
degrees Fahrenheit is usually stated to be sufficient. 
The trichinella spiralis may also be killed by 
refrigeration at zero degrees for not less than 20 
days. This, however, is not practical. The in- 
cidence of infestation in corn fed hogs is 0.91 per 
cent, while garbage fed hogs have a higher rate, 
it being 4.41 per cent. Thus it can be noted that 
smoking, pickling or insufficient cooking will not 
kill the larvae, this making an observation of 
utmost importance. 


Pathology 


The pathology of trichinosis is usually based 
upon the life cycle of the parasite. The ‘micro- 
scopic lesions noted in the intestine chiefly, but 
seen to a lesser extent in the stomach, is that of 
congestion, small areas of hemorrhage in the 
mucosa, and at times small ulcers. The ad- 
jacent lymph nodes are swollen, soft and con- 
gested. The liver, kidneys and at times heart 
show parenchymatous and fatty changes. The 
spleen at times becomes enlarged. Hemorrhages 
may occur beneath the serous membranes. The 
lungs become congested and pneumonia does 
occur. Grossly, the skeletal muscles may show 
small grayish translucent areas which are ¢n- 
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capsulated larvae. This occurs after the fifth week 
of the illness. In hogs, with the disease well en- 
capsulated, the gross lesions can be more easily 
seen. 


Histology 


The histologic picture is that of cloudy swelling 
of the various organs, congestion of the spleen due 
to the toxemia produced by the larvae, and the 
tissue reactions produced directly by the larvae 
themselves. During the wandering stage the 
destructive action may be seen in the brain, lungs, 
pancreas, spleen, heart muscles and _ intestines. 
There is local inflammation and necrosis with in- 
filtration by eosinophiles, polymorphonuclear cells, 
lymphocytes and endothelial cells. In the muscles 
the larvae cause necrosis of the sarcolemma with 
a cellular reaction as occurs in other organs. Later 
this inflammatory reaction undergoes fibrosis which 
forms the capsule of the encysted parasite, and as 
time goes on this undergoes calcification. Be- 
ginning about six days after infestation the toxic 
symptoms of the disease may be due to poisons 
produced by the larvae and perhaps poison set 
free by tissue destruction as well as an anaphylactic 
reaction from destroyed larvae. 


Symptomatology 


The symptoms appear to depend upon the 
severity or degree of infestation. If few trichinella 
are present, the symptoms may be mild or there 
may be practically none at all. It is stated that 
if there are 500 to 1,000 larvae per gm. of muscle, 
the symptoms are severe; if over 1,000 per gm. 
of muscle the case is a critical one. Thus the 
disease occurs in all degrees of severity. Where a 
number of persons in one family are involved, it 
is not unusual to see some members desperately 
ill and even die, while others are ambulant and 
almost symptom free. Fortunately, many cases are 
mild. 

The disease may be roughly divided into three 
stages as follows: (1) invasion or intestinal stage; 
(2) period of muscular dissemination; and (3) 
period of encystment. 

The stage of invasion or onset may last for seven 
fo ten days. The onset is usually abrupt and there 
is nausea, watery diarrhea, evident fatigue, fever, 
headache, and vague abdominal pains. Sweating 
at the onset and throughout the disease often 
curs as well as vomiting, general body pains, 
Weakness and chilly sensations. Occasionally con- 
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stipation occurs. The early picture is not unlike 
influenza. These earlier symptoms correspond to 
the period when the ingested and encapsulated 
larvae are developing and attaching themselves to 
the mucosa and reaching the adult stage. At this 
time the worms may be found in the blood and 
stools. Slight eosinophilia may be present and 
hemorrhagic areas noted under the finger nails 
(splinter nails). The toe nails are never involved. 
At this time there may be decreased elasticity of 
the muscles, the so-called “lahmigkit” which occurs 
before the muscular invasion. The fever varies 
in intensity from 100 degrees to 105 degrees F. 
and is of the remittent type being higher at night. 
It may last as long as six weeks and usually 
terminates by lysis. 

The period of dissemination or muscular invasion 
has its onset about the eighth or tenth day. Pene- 
tration of the muscles occurs and with this there 
is myositis with local muscle tenderness and pains. 
Commonly at this time the clue to the diag- 
nosis as based upon physical findings may make 
itself evident, namely, the presence of periorbital 
swelling. Thus at this stage of the illness two con- 
ditions occur which should always arouse the 
suspicion of the clinician as to the possibility of 
trichinosis, namely, periorbital swelling and muscle 
tenderness. 


The muscle tenderness and pain is readily 
elicited by squeezing the muscles preferably nearer 
to the tendinous insertions as here the trichinae 
are most numerous. In some cases the muscle pain 
causes much suffering and disability, producing 
general body stiffness and weakness. The respira- 
tory muscles may become involved causing 
breathing difficulties and even death. Difficulty in 
mastication and speech also occur. In some cases 
there is complete absence of muscle pain. The 
eyes often show much involvement. There is often 
periorbital edema which may be very slight, or 
there may be marked edema and swelling of the 
eye lids and periorbital tissues with chemosis of 
the sclera, and severe conjunctivitis with hemor- 
rhage into the subconjunctival tissues. In one of 
our cases, the corneae were almost covered by the 
great swelling of the sclerae. Ocular movements 
may become painful and fundal hemorrhages have 
been described. The eye symptoms usually begin 
about 7 to 10 days after the onset of the disease 
and persist for about one week. 

Various skin lesions occur. Roseola, maculo 
papular in type, like those seen in typhoid fever 
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may occur upon the abdomen. Also there may be 
a generalized erythematous rash not unlike that 
seen in Brill’s Disease (mild typhus). Herpes 
Labialis occurs, and often severe pruritus as well 
as urticaria may be noted. Chest complications 
are not uncommon and there may be a slight 
bronchitis or severe bronchopneumonia. The latter 
occurs quite often in severe infestations and at 
times causes death. Neurological complications 
often occur due to central nervous system involve- 
ment. Severe and constant headaches, vertigo and 
marked rigidity are frequently seen. Hemiplegia 
has also been reported with exaggerated knee re- 
flexes and positive Babinski sign. In these cases 
trichinella have been found in the spinal fluid. 

During the height of the illness, if the case is a 
severe one, the patient may appear flushed, the 
eyes are injected, extreme apathy and drowsiness 
is noted but as a rule the patients can be easily 
aroused. The heart action is rapid, pulse thin and 
fast and the blood pressure is low. The tongue 
is usually heavily coated, pulmonary signs are 
present with rapid respirations and cough. Myo- 
cardial involvement is common and myocardial 
failure and general weakness may cause death. 
The abdomen is often distended and tender on 
palpation. Extreme prostration is common and 
great weight loss is the rule; if the case is mild, 
the symptoms are proportionately less severe. 
Trichinae as a rule are not found in the myo- 
cardium but occasionally have been demonstrated. 
Electrocardiographic studies have shown evidence 
of myocardial degeneration. At this period in the 
disease, the eosinophile count is often as high as 
30 per cent to 50 per cent and severe anemia may 
be present later. 

The period of encystment is the stage of con- 
valescence. The fever gradually declines, the 
patient brightens mentally, the appetite improves, 
muscle pains cease, and the strength starts to re- 
turn. 
severe case. The entire illness may last from 10 
days to 6 and 8 weeks. 


Differential Diagnosis 


In an illness with such a varied type of onset 
and many complaints and symptoms as well as 
physical signs, many disease entities will enter into 
the differential diagnosis. Such conditions as the 
following must be differentiated: influenza, so- 
called intestinal influenza, sinusitis, ocular infec- 
tions, rheumatic fever, typhoid-paratyphoid fever, 
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The convalescence is extremely slow in a, 





salmonella infections, meningitis, encephalitis, 
poliomyelitis, periarteritis nodosum, dermato- 
myositis, pneumonia, undulant fever,  Brill’s 


Disease, etc. 


Special Tests and Laboratory Examinations 


1. Blood counts.—Leukocytosis of 12,000 to 
30,000 occurs with eosinophilia of 10 per cent to 
50 per cent, and at times as high as 80 per cent. 
The height of the eosinophilia occurs in the third 
or fourth week and usually begins about 10 to 14 
days after the onset. The degree of eosinophilia 
is not dependent upon the severity of the disease. 
Mild cases may have high eosinophilia and there 
may be considerable variation from day to day. 
Eosinophilia in this disease was first noted by 
Brown at Johns Hopkins in 1897. A sudden drop 
in eosinophilia may be due to a secondary infection 
or if no bacterial infection is present it may be a 
bad prognostic omen. Eosinophilia is also seen in 
Loefler’s pneumonia, eosinophilic leukemia and 
other blood dyscrasias, asthma and allergic states, 
Hodgkin’s Disease, other parasitic 
periarteritis nodosum, and certain skin diseases. 


infestations, 


2. Intracutaneous Skin Tests.—The 
used is a saline extract of the larvae of trichinella 
spiralis free from the tissue of the host in which 
the parasite developed. The test, which is based 
on a sensitivity to trichina substances that develops 
in the skin, may be applied to any stage in the 
infection but usually no reaction is observed be- 
fore the sixteenth day after the onset of the illness. 
The tests consist of an intradermal injection of .1 
c.c. of the antigen in the skin of the forearm. A 
control consisting of saline or Cocas solution is 
also injected. 


antigen 


The positive skin reaction is of the “immediate” 
type. It is characterized by the development 
within 20 minutes of an elevated wheal or 
edematous blanched area, from 8 mm. to 15 mm. 
in diameter from which pseudopods may or may 
not radiate out into an encircling zone of redness 
from 20 mm. to 50 mm. wide. The flare reaches 
its height within one half hour and rapidly sub- 
sides. It is essential to have a control so as to 
eliminate false reactions. The positive skin re- 
action may persist for several years. 


3. Blood precipitins.—Positive after 30 days, 
the material is hard to obtain. 
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4, Complement fixation test.—Positive after 30 
days. The State of Michigan accepts the blood 
and sends it to Georgia for the tests. 


5. Blood studies for finding of the parasite.— 
10 c.c. of blood is laked with 3 per cent acetic acid 
and then centrifuged. The sediment occasionally 
will show the trichinella. Spinal fluid; Trichinella 
piralae have been found in the spinal fluid. 


6. Biopsy.—Removal of muscle preferably near 
the tendinous insertions. One may find the en- 
cysted trichinella or a local reaction in the muscles. 


Therapy 


At the onset, thorough catharsis is essential in 
order to rid the intestinal tract of as many para- 
sites as possible. Ample foods are given and 
temperature sponges and alcohol rubs used freely. 
Bed rest is important because of possible cardiac 
involvement. Supportive therapy by adminis- 
stration of intravenous glucose solutions and trans- 
fusions may be required. Many drugs have been 
used—all of which including convalescent serum 
by Saltzer having proven ineffectual. Sulfa drugs 
and antibiotics have been used but have produced 
no direct effect upon the parasites. 
however, have some beneficial effect upon some of 


They may, 


the complications such as bronchitis or pneumonia. 


Recently Davis and Moss in an article in the 
November, 1951, issue of the American Medicine 
have described a patient with definite trichiniasis. 
Their patient was extremely ill and was given a 
five-day trial of Hetrazan in a dosage of 0.3 to 0.6 
gm. per day by mouth. This therapy was not 
effectual. The patient’s condition deteriorated, so 
ACTH was started on the 10th hospital day 
with the dose of 260 mg. daily, given as 50 mg. 
every six hours. At times 100 mg. was given in 
the 24-hour periods. This was continued for over 
17 days. Dramatic subjective improvement is men- 
tioned with a fall of temperature and increased 
appetite. When the ACTH was discontinued some 
lever returned for a few days. 

Hetrazan has been used with success 
according to Davis and Moss, against the migratory 
flarial forms of Wiecheriria Banscroft, Loa Loa 
and Onchoceria in both experimental infections 
and in patients. They quote Heuit in stating that 
the number of adult trichinae in the intestines of 


treated rats was reduced as compared to control 
untreated rats. 


some 


Larval forms were also less. 
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Hetrazan is diethyl carbamaine, and is made by 
Lederle, the dose being 2 mg. per kilo, t.i.d. 


In the treated case Hetrazan was used only for 
three days so that its value could not be ascer- 
tained. An eosinophile drop occurred with the use 
of ACTH. Miuscle invasion was unaffected by 
ACTH, but the diffuse myositis was altered. There 
was no evidence of larvicidal effect. The benefit 
of ACTH was said to be a result of its nonspecific 
effects. ACTH and cortisone may be agents which 
are capable of modifying the body’s reaction to the 
invasion of the muscle by the larvae or their 
products. 


Case Reports 


Case 1.—O. A., zged 62 years. His occupation was 
grain and seed dealcr. He was admitted to Harper Hos- 
pital November 18, 1949, and discharged January 11, 
1950. 


About two weeks prior to the onset of the illness this 
man ate smoked ham which was uncooked. He was 
admitted to the hospital with fever and chilly sensations. 
The fever rose gradually until it reached 102 degrees. 
Drenching sweats and diarrhea of seven or eight watery 
stools daily for about ten days were present. The 
appetite was not good and there was a weight loss of 10 
pounds in 2 weeks. He was thought to have a virus 
infection since at this time there was considerable so- 
called “intestinal” flu around the city. One year prior 
he had had a coronary occlusion from which he made 
a good recovery. At the time of admission the only 
physical findings of any importance were fine rales 
at the left base postericrly and scattered fine rales over 
the right upper chest. The initial blood count disclosed 
white blood cells, 8,600; polymorphonuclear cells, 65 per 
cent; lymphocytes, 24 per cent; eosinophiles, 4 per cent; 
Kahn negative. Agg'utination tests for typhoid, para- 
typhoid, brucella abortus, and_ dysentery 
groups were all negative. A blood smear for malarian 
parasites was negative. 
ova and parasites. 


melitensis 


The stools were negative for 


On Nevember 23, five days after admission, periorbital 
swelling and edema were first noted. This became very 
severe in a few days and even involved the sclera and 
conjunctiva almost to the extent of excluding the vision. 
At this time the white blood cells were 12,700 with 
12 per cent eosinophiles. Muscle pains were not present 
at this time or any time during the course of the illness. 
The heart action was regular and there were no mur- 
murs. The pulse was rapid and soft. The blood pressure 
was low and the electrocardiograph showed possible 
bundle branch block. The knee jerks could not be 
obtained. There was slight neck rigidity and a positive 
Kernig. On December 6 pneumonia involving the 
right and middle lobes was noted. The patient was 
semicomatose and ran a continuous and septic type of 
fever. He looked like a patient in the third week of 
severe typhoid fever. His fever continued for about 
50 days from the onset of his illness and finally fell by 
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lysis on December 28. He was seen by Dr. Edward 
Spalding who concurred in the diagnosis, and reported 
the cardiac status to be good. He also gave a good 
prognosis which proved to be correct. 


A skin test for trichiniasis was made and was negative. 
The highest eosinophile count was 33 per cent on 
November 28. Muscle biopsy made December 12. 


Therapy consisted of the following drugs: Sulfadiazine, 
Streptomycin, penicillin, Chloramycetin and _ colloidal 
sulphur. None appeared to have any specific effect. 
Supportive therapy with high caloric diet, fluid supple- 
ments, continuous special nursing care, and oxygen con- 
trived to assure recovery for this critically ill patient. 


Case 2.—Mrs. O. A. was admitted to Harper Hos- 
pital December 2, 1949, and discharged January 9, 
1950. This patient was not very ill. She was admitted 
with chilly sensations only. There were no gastric symp- 
toms and very little fever. She did have periorbital 
swelling which was not severe. The white blood count 
was 12,950 and the eosinophiles were 32 per cent. On 
December 4, 1949, the skin test for trichinae was 
definitely positive. At no time during the illness was 
muscle pain or muscle tenderness noted. Muscle biopsy 
was made. 

Therapy consisted of Chloramycetin and calcium 
lactate in addition to routine nursing care. She made 
an uneventful recovery. 


Case 3.—G. A. was 24 years of age and was admitted 
to Harper Hospital November 25, 1949, and discharged 
January 15, 1949. The illness began on November 20 
with fever, cough, fatigue and chilly sensations. Two 
days later periorbital edema and evident conjunctivitis 
was noted. His fever rose to 102.8 degrees and he 
became lethargic and toxic. Macules were present upon 
the abdomen which had the appearance of “typhoid 
spots.” There was no muscle pain or muscle tenderness 
at any time. The white blood count was 9,600 and the 
eosinophiles varied from 17 per cent to 38 per cent. 
Study of the blood at the onset was positive for trichinae 
in Toronto. The skin test was slightly positive. Electro- 
cardiogram was normal. Stools were negative for 
trichinae. Muscle biopsy was done. 


Case 4.—Mrs. G. A. was admitted to Harper Hospital 
December 4, 1950, and was discharged December 30, 
1950. This was a mild case, without fever. There was 
moderate periorbital edema and diarrhea for three days 
with pains in the calf muscles. The white blood count 
was 13,100 with eosinophiles 11 per cent. Skin test was 
negative. Muscle biopsy done. 
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Case 5.—M. A., aged 36 years, was admitted to Harper 
Hospital November 24, 1949, and discharged December 
18, 1949. The first symptom noted was swelling of the eye. 
lids and conjunctivitis. Fever was present at the onset and 
persisted until December 11. There were no muscle pains 
or tenderness. Blood studies for trichinae were negative, 
The white blood count was 20,000 and the highest 
eosinophile count was 38 per cent. Muscle biopsy was 
done. Therapy consisted of Chloramycetin and calcium 
gluconate in addition to routine nursing care. 


Case 6.—S. F, aged 29 years, occupation, meat packer, 
and sausage manufacturer, was admitted to Harper Hos- 
pital January 5, 1950, and discharged January 15, 1950. 
He became ill on January 1, 1950, with malaise, fever, 
severe frontal headache. The fever varied from 100 to 
102 degrees prior to hospital admission on January 5. 
Upon hospital admission, a maculo papular rash such as 
seen in Brill’s disease was present upon the chest, ab- 
domen, arms and feet. The rash was not pruritic. The 
patient had received penicillin. However, the rash did 
not appear to be a penicillin rash and its onset was too 
early. There had been pains in the forearms, knees and 
calf muscles ten days prior to the onset of the illness. 
This, however, was of frequent occurrence with this man 
especially during inclement weather. The general 
physical examination was negative and there was no 
periorbital edema. The white blood coumt was 7,500 
and the highest eosinophile count was 39 per cent. 
Agglutination for Proteus x-19 was negative. -Stools were 
negative for parasites. Skin test was negative for 
trichinae. Fever varied from 99 to 102 degrees. Muscle 
biopsy was done. Blood cultures were negative. The 
rash persisted for ten days. 


Therapy included Sulfadiazine and Aureomycin. 


Of the six patients, two had positive skin tests, 
four had negative skin tests. Two had muscle 
pains and four had no muscle pains. In none of 
the biopsies were encysted trichinae found, 
although definite eosinophilic infiltration was noted 
in all of the biopsy specimens. The unusual find- 
ing was the complete lack of muscle pains and 
local tenderness in four of the cases including the 
most severe one. There was minimal muscle pain 
in the two milder cases. All of the patients made 
a good recovery. 

For a complete study of trichiniasis the reader 


is referred to the excellent monograph by Doctor 
S. Gould. 





Cancer morbidity records will, when properly 
analyzed, show the need for and progress of a cancer 
control program, give to the medical profession in- 
formation that will enable them to improve the end 
results of treatment, bring added benefits to those 
individuals afflicted with cancer, and assist the com- 
munity in developing the most effective control program 
possible with the money available. 
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The importance of follow-up of cancer patients can- 
not be over-rated, for it is only by such means that 
the early detection of recurrences is possible. 

* * 


Statistics regarding the incidence, prevalence - 
survival of cancer cases are of value in planning /4Y 
educational programs. 
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Trichophyton Tonsurans 
Ringworm 
By Eugene A. Hand, M.D. 


Saginaw, Michigan 
and 
Lucille K. Georg, Ph.D. 


Chamblee, Georgia 


RICHOPHYTON TONSURANS. infections 
of the scalp, glabrous skin, and nails 
have been common in Puerto Rico and Mexico 
for many years. Until the past few years the 
disease has been thought to be rare in most 
sections of the United States. A number of 
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York Dermatological Society meetings. Also in the 
past several years, relatively large numbers of iso- 
lations have been reported from patients seen in 
the Southwestern States, particularly Texas, and 
southern California®** and the number of cases 
has been increasing. In some areas 68 per cent of 
patients with tinea capitis are infected with T. 
tonsurans. Of these, the great majority are Latin- 
Americans who have immigrated from Mexico. 
The infections have spread among the Negro and 
Anglo-American population, and present an im- 
portant public health problem. 

It is now apparent that the disease is spreading 
to many areas of the United States. Scattered cases _ 
have been reported from at least thirteen different 
states’ and froma Canada. The present report of 
eighteen cases from northeastern Michigan indi- 
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Trichophyton tonsurans cases 
in Northeastern Michigan. 


cases had been reported from several of the 
eastern port cities, particularly New York 
City, but the percentage of tinea capitis cases 
Caused by T. tonsurans was never high, and the 
infections were largely confined to individuals im- 
migrated from Puerto Rico.! However, numerous 
cases have recently been presented before the New 


ee 


Dr. Georg is mycologist with the Communicable Dis- 
fase Center, Public Health Service, U. S. Department 
of Health, Education and Welfare. 


June, 1955 


cates that endemic areas may develop in any sec- 
tion of the country where Mexican itinerant work- 
ers are employed in large numbers, and where a 
Latin-American population has become estab- 
lished. 

Slaughter and Cawley® reported the first case 
of T. tonsurans ringworm in Michigan in 1946. 
This was a four-year-old white girl with a circinate 
lesion on the knee, from a farm in Washtenaw 
County. The first case the authors have observed 
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TRICHOPHYTON 


in the Saginaw area was a white farmer boy, aged 
eight, from Tuscola County, seen August 9, 1951 
with a Wood’s negative scaly eruption and with 
patchy alopecia on the occiput. There was a his- 


Fig. 1. Case 1.—<A typical superficial type 
lesion showing scaling of the scalp and irregu- 
larly defined areas of baldness. 


Fig. 2. Case 16.—Patchy alopecia and be- 
ginning suppurative type reaction. 


tory of contact with a child of Mexican origin 
who had a scalp eruption. His father, seen simul- 
taneously, had a lupus erythematosus-like eruption 
on the temples and forehead. Only the knowledge 
of his son’s infection led one of the authors to do 
scrapings and cultures resulting in a diagnosis. The 
same was true of the boy’s mother who had a her- 
petic lesion on the forearm. 7. tonsurans was iso- 
lated from the child, the father, and the mother. 
This family was presented before the Detroit 
Dermatological Society (October 10, 1951). In 
the discussion, Dr. R. H. Grekin mentioned one 
case with a positive culture from Detroit. The first 
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case from the city of Saginaw was seen late jn 
1951. Two Negro children also were so diagnosed 
in 1952. One Anglo-American child and ten Negro 
children, including one 18-year-old male, have 


Fig. 3. Case 9.—A well-defined kerion. 
Fig. 4. Case 5.—Agminate folliculitis. 


been diagnosed as having 7. tonsurans infection 
so far in 1953. Numerous other cases not recorded 
in this series have been seen in the Saginaw free 
clinics. 

It would seem that Mexican itinerant farm and 
orchard workers have carried this disease into rural 
Michigan. The Mexican and Latin-American 
foundry workers have brought it to Michigan 
cities. Here this infection is spreading to Negroes, 


many of whom live in crowded unhygienic condi- 
tions in the same districts as the Latin-Americans. 


JMSMS 








ate in 
onosed 
Negro 

have 





ection 
-orded 


w free 


m and 
» rural 
erican 
chigan 
»oTOES, 
condi- 
ricans. 


MSMS 





From these sources a few native Michigan, Anglo- 
American children and adults have been infected. 
T. tonsurans is now endemic in the Saginaw first 
ward, and may become epidemic. 

















& - * 
dibs ree i 


* # Pa . £ eS " 
a Rid tie i Ne NES a Ea i ll TER AR Sat 


Fig. 5. 


Hair showing endothrix invasion typical of 
T. tonsurans infection. Note chains of large spores in 
interior of hair only. 


Clinical Characteristics 


All the clinical lesions that represent the human 
body’s response to fungus infection in the epider- 
mis, hair, hair follicles, and nails can occur with 
T. tonsurans infections. 


The scalp lesions in children and adults are 
often irregularly defined, scaly patches which can 
easily be confused with dandruff or even psoriasis. 
Severe itching is frequently present. Case four 
illustrates this minimal-type lesion. This was a 
white, 6-year-old farm girl from Huron County 
who was first seen in May, 1952, with what ap- 
peared to be seborrheic dermatitis sicca of the 
scalp. The Wood’s light examination was nega- 
tive on numerous occasions, and only the mother’s 
insistence on culture led to the correct diagnosis. 


In some cases loss of hair is evident, and stumps 
of broken off hairs may be found by careful 
searching. When loss of hair becomes extensive, 
irregularly defined areas of baldness interspersed 
with normal hairs may be seen. In such cases where 
scaling and loss of hair constitute the only tissue 
reactions, the disease tends to be chronic in nature 
and is extremely difficult to cure. Figure 1 illus- 
trates such a case. 


The development of erythema, suppuration, and 
kerion is rare in both children and adults, though 


perhaps more common in the former. Kerion ‘in 
this sev.es has been more common than is usually 
Jung, 5955 
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seen in TI. tonsurans infections. Such a tissue re- 
action is to be desired, as in these cases spontaneous 
cure usually results. Figure 2 illustrates an early 
suppurative reaction; Figure 3 shows a kerion. 





Fig. 6. Colony variants of 7. tonsurans on Sabou- 
raud’s dextrose agar: (A) Variety crateriforme; (B) 
variety sulfureum; (C) variety cerebriforme; (D) varie- 
ty acuminatum. 


Lesions of the nails and glabrous skin are similar 
to those produced by the other trichophytons. They 
often are associated with scalp lesions and this 
often aids in the diagnosis. The lupus erythema- 
tosus-like lesions, as seen with 7. rubrum infec- 
tions, are common with 7. tonsurans infections 
also. Figure 4 shows a lesion of the glabrous skin. 


Wood’s Light Examination 


For all practical purposes the Wood’s light is 
negative in T. tonsurans infections of the scalp. 
This is most unfortunate and is the chief reason 
why the diagnosis of this disease is so often missed 
unless one’s index of ‘suspicion is high. 


Microscopic Examination 


Direct examination with KOH preparations of 
the hair stumps removed with a fine forcep or 
point of a scalpel reveals typical endothrix spores 
arranged in chains (Fig. 5). This arrangement 
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TABLE I. SUMMARY OF TRICHOPHYTON TONSURANS CASES 

















Case} Age | Sex | Race | Location Lesion | Duration Type of Lesion Wood’s | Microscopic | Culture Home Addresg 
No. Light Exam. 
1 8 M Ww Occiput 4 Mo. Scale with patchy alopecia - +* +** | Caro, R.F.D. 
2 54 M Ww Face 1 Mo. L. E. like - + T Caro, R.F.D. 
3 42 F Ww Arm 1 Wk. Herpetic - + + Caro, R.F.D. 
4 6 F W |} Scalp, trunk a OE. Scaly circinate _ _ a Cass City, R.F.D, 
5 | 10 F C Arm 1 Wk. Agminate . - + - Saginaw 
6 8 M Cc Scalp 1 Mo. Patchy alopecia _ + + Saginaw 
7 9 M Cc Occiput 1 Mo. Kerion _ + + Saginaw 
8 4 F C Face 1 Wk. Circinate _ + + Saginaw 
9/ 14 M W | Occiput 2 Wk. Kerion . - _ i Saginaw 
10 4 F Cc Scalp 7 Patchy alopecia _ Not done + Saginaw 
11 5 F C Scalp 1 Mo. Patchy alopecia — oe a Saginaw 
12 7 M C Scalp 4 Mo. Kerion _ o + Saginaw 
13 1 M Cc Scalp 4 Mo. Impetigo -- - + Saginaw 
14 6 M C Scalp 2 Wk. Scaly - + + Saginaw 
15 5 M Cc Scalp 2 Wk. Scaly _ Not done + Saginaw 
16 8 M Cc Scalp 3 Mo. Patchy alopecia - + + Saginaw 
17 16 M Cc Scalp 1 Mo. Circinate ~ on + Saginaw 
18 6 F WwW Scalp, Trunk 3 Mo. Circinate = + + Sebewaing 
































*Microscopic exam. +: Typical endothrix hairs observed. 
**Culture +: Typical culture Trichophyton tonsurans recovered. 


causes the hairs to be thickened and to break off 
at the surface. One of the authors (E.A.H.) found 
this search for and removal of the hair stumps 
to be very tedious. However, scraping the in- 
volved area with the edge of a glass slide and 
culturing the scrapings gave a positive diagnosis 
in many cases. The scales from glabrous skin lesions 
and infected nails reveal fungus elements similar 
to those seen in other trichophyton infections. 


Culture 


This organism can be grown with ease on Sa- 
bouraud’s dextrose agar from infected hairs, scales, 
or nail scrapings. The culture grows at room tem- 
perature in five to seven days and rapidly becomes 
heaped and folded in various patterns which give a 
characteristic picture. The surface is usually finely 
powdery with a range of pigment from white to 
tan, or shades of rose, violet, or yellow. The fungus 
is identified on the basis of both the macroscopic 
and microscopic appearance of the culture. The 
clinical picture, prognosis, and treatment is the 
same for all morphologic forms of T. tonsurans 
known as varieties: craterforme, sulfureum, ac- 
cuminatum, cerebriforme, et cetera. Figure 6 il- 
lustrates the common morphologic variants of T. 
tonsurans ). 


Treatment 


T. tonsurans infection of the scalp does not tend 
to clear at puberty as does Microsporum audouini 
infection. The infection is seen in both children 
and adults. Temporary x-ray epilation is probably 
the best treatment, but even here a great deal of 
after-treatment is necessary to eliminate the in- 
fection before the hair regrows. 


T. tonsurans infection of the glabrous skin not 
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complicated by scalp involvement responds to 
fungicidal preparations about as well as that due 
to the downy type of T. mentagrophytes. 

T. tonsurans infection of the nails responds 
poorly to treatment as do all fungus infections of 
the nails. 

Adequate sterilization of barbers’ equipment, 
particularly scissors and clippers, would appear to 
be an important step in controlling spread of ring- 
worm of the scalp of all types. One of the authors 
(E.A.H.) is of the opinion that thorough shampoos 
after hair cuts may help to prevent new cases, and 
suggests that daily shampoos in sibling contacts 
may aid in preventing spread in families. 

Collodion with or without fungicidal additions 
painted on the scalp or glabrous lesions has been 
helpful in cutting down the spread of infection on 
the individual and also to others. 


Conclusions 


1. The Trichophyton tonsurans organism has 
been introduced into Michigan by way of farm 
and foundry workers of Mexican origin. From 
them it has spread to Negroes and Anglo-Ameri- 
cans, where it involves both the scalp and glabrous 
skin. 

2. T. tonsurans ringworm is an important pub- 
lic health problem for the following reasons: 

(a) It is difficult to diagnose because the hairs 
do not fluoresce under the Wood’s lamp, and also 
minimal scalp lesions may be easily confused 
with dandruff. 

(b) It does not tend to clear at puberty and is 
seen in adults as well as children. 

(c) It is refractory to treatment as there is little 
tendency to inflammatory reaction. 

(References on Page 727) 
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Jimson Weed Poisoning 


A Report of Two Cases 


By John F. Sander, M.D. 
East Lansing, Michigan 


and 


Richard D. Berge, M.D. 
Lansing, Michigan 


VERY year 12,000 to 13,000 children in the 

United States are killed by accidents; 40,000 
to 50,000 are permanently injured; and at least 
1,000,000 seek medical care because of accidents.? 
One of the common accidents is the injestion of 
toxic foreign material including plants and plant 
seeds. This article is a presentation of two cases 
of poisoning in siblings by Datura stramonium, 
otherwise known as Jimson weed, Jamestown weed, 
Thorn apple, Devil’s apple, or intimately as “stink- 
weed,” which though not common is far from rare. 
This form of poisoning is often misdiagnosed with 
diagnoses varying from acute schizophrenia to al- 
coholic delirium.’ The reason for misdiagnosis is 
probably due to the lack of familiarity with this 
entity because of the scarcity of publications con- 
cerning it. It is for this reason that the following 
cases are presented. 


Case Reports 


Case 1.—P. B., aged three years, was admitted to the 
Edward W. Sparrow Hospital on August 5, 1954, for 
observation because of “strange behavior” of about two 
hours duration. The present illness began when the 
patient awoke from his afternoon nap, and according to 
the mother acted very excitable, and did not seem to 
recognize his parents. The past history was negative. 
The day of admission was not unusual. The family 
had had breakfast and an early lunch at 11:00 a.m. 
The children had played in the yard until 1:30 when 
the patient came into the house and asked to take his 
nap which was not an unusual event for the child. 
Following the nap he awoke in the condition stated above. 


Physical examination revealed a well-developed, well- 
nourished, white boy of stated age sitting in bed, not 
aware of his surroundings, having active hallucinations, 
and picking “nothings” out of the air. There was 
Pronounced ataxia of the extremities and a mild trunkal 
ataxia. The child was moderately irritable. The skin 
was markedly flushed over the entire body, but the tem- 
perature was only 98.4 degrees rectally. The pupils 
were maximally dilated and did not respond to light. 
The mucous membranes were dry and covered by thick 


layers of dry secretions. The pulse was 168 and irregular. 


— 


From the Department of Pediatrics, Edward W. 
Sparrow Hospital, Lansing, Michigan. 
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Over the precordium ectopic beats were heard. The 
remainder of the physical examination was essentially 
normal. 

Laboratory findings were all within normal limits. 


Case 2.—T.B., aged five, sister of the above, was ad- 
mitted at the same time for “strange actions and stagger- 
ing.” The history here was the same except that she 
lay down in the yard to take a nap; awoke about 3:00 
p.m. and cried, felt sick, staggered and acted strangely. 

Physical examination revealed a well-developed, well- 
nourished child of stated age lying quietly in bed, with 
occasional clonic movements of the extremities. She was 
oriented but did not appear interested in her surround- 
ings. The skin was markedly flushed. The pupils were 
maximally dilated with minimal reaction to light. The 
mouth and lips were covered with dry secretions. The 
pulse was 108 and regular. The remainder of the physi- 
cal examination was essentially normal. 

Laboratory examinations were all within normal limits. 

The parents were questioned carefully about the 
possibility of drug ingestion but none could be obtained. 
They were asked to look in the yard for any weeds, 
seeds or fruit which the children could have eaten. 

Both the children were treated with seconal rectally, 
and intravenous fluids of glucose in water, and glucose 
in lactate Ringers solution. 

Shortly after admission the girl vomited a small 
amount of fluid containing many seeds, which were 
sent to Dr. W. B. Drew of the Michigan State College 
Botany Department, along with some empty pods and 
leaves the parents had found in the yard and brought 
in the following morning. Attempts to lavage the boy 
were unproductive. Dr. Drew’s report was as follows: 
“Datura stramonium or Jimson weed, which contains the 
alkaloids of hyoscyamine, atropine and scopalamine in 
the seeds, leaves, and roots.” 

Both children gradually improved so that by twenty- 
four hours after admission they had ceased hallucinating, 
the ataxia was no longer present, and they were com- 
pletely aware of their surroundings. There was total 
amnesia of the preceding twenty-four hours. The skin 
was no longer flushed, the mucous membranes were moist, 
and the pulse had slowed and become regular, but the 
pupils were still dilated. Two days after admission their 
pupils were still dilated but did have some reaction to 
light. The patients were otherwise normal and were 
discharged. 


Comment 


Jimson weed belongs to the Solanaceae or night- 
shade family. Distribution is world wide and the 
plant grows wild in many areas of the U. S., at- 
taining heights of 2 to 6 feet. It flowers in late 
spring with white, five-lobed trumpet-shaped flow- 
ers which have a strong sweet scent. The seed 
capsules are eggshaped and covered with sharp 
spines. The leaves are large, angular, and measure 
4 to 6 inches in length. The plant is almost as 
old as history itself. It is believed to have been 
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used in ancient Greece for its hypnotic and nar- 
cotic effects. It was used in India by thugs to 
drug their victims. American Indians used it in 
ceremonies initiating boys into manhood and some 
tribes used it as an anesthetic.? Probably the first 
case of Datura poisoning in this country was that 
described by Robert Beverly in 1676.° Cases have 
been reported off and on since that time, among 


which are several deaths. The usual cause of 
death is due to respiratory failure. 
The earliest toxic manifestations are flushed 


cheeks, dryness and burning of the mouth, thirst, 
and visual disturbances. The pupils become dilated 
and do not react to light or accommodation. Fur- 
ther signs are rapid weak pulse, elevated blood 
pressure and difficulty with urination. Weakness, 
giddiness, staggering, mental confusion, excitement 
and delirium may follow. 

Treatment varies with the severity of the mani- 
festations. In mild cases withdrawal may be the 
only treatment necessary. In severe cases, lavage 
of the stomach with weak iodine, strong tea or 
4 per cent tannic acid may be used, followed by 
giving the patient magnesium sulphate. Sedation 
may be used but the patient must be observed for 
respiratory failure in which case artificial respira- 


tion or stimulants may be necessary. In severe 
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poisoning with a long recovery, nursing care js 
very important in the prevention of complications, 
such as pneumonia. Parenteral fluids may be used 
and be helpful, as will hydrotherapy if fever js 
present.* Pilocarpine may be used to help allevi- 
ate the dryness of the mouth and the visual dis- 
turbances, but it will not shorten the course of 
the intoxication. 

Poisoning due to the ingestion of Datura stramo- 
nium or Jimson weed occurs not infrequently and 
will undoubtedly be seen more often as a result 
of the present trend of families to reside in sub- 
urban areas. This possibility should be included in 
the differential diagnosis of every case presenting 
bizarre symptoms and signs, which in any way 
suggest atropine intoxication. 
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Use and Abuse of 
Corticosteroids, Antibiotics 
and Antihistamines in 
Dermatology 


By Loren W. Shaffer, M.D. 
Detroit, Michigan 


HE ENTHUSIASTIC reception of cortisone 

and corticotropin in the treatment of skin 
diseases has waned considerably during the past 
year. Warnings concerning their hazards plus the 
fact that their effects are only palliative are 
indicated. 

It has been apparent since the first use of 
steroids in Dermatology five years ago that they 
did not cure patients with skin diseases. It is true 
that in some cases rather spectacular improvement 
occurred and that life expectancy can be extend- 
ed in such fatal dermatological diseases as pem- 
phigus and acute disseminated lupus erythemato- 
sus. The administration of these drugs may pro- 
duce serious and prolonged reactions. These un- 
favorable and often serious sequelae may become 
manifest months after the administration of the 
drug is stopped. Patients differ greatly in their 
tolerance of these hormones. 


The administration of cortisone and cortico- 
tropin suppresses the secretion of endogenous ad- 
renocorticotrophic hormones by the anterior lobe 
of the pituitary body. O’Leary*® has emphasized 
that in additién to the unfavorable side effects as 
noted in the skin, namely increased pigmentation, 
hirsuitism or alopecia, seborrhoeic-like dermatitis, 
acne, atrophic striae, and the “moon face” of 
Cushing’s syndrome, it is necessary to bear in mind 
that cerebral disturbances such as euphoria, depres- 
sion states, frank psychoses, convulsive atiacks and 
changes in personality may develop. In addition, 
alterations in electrolyte metabolism resulting in 
retention of salt and water associated with edema 
and gain in weight may require adjustment in in- 
take of sodium chloride and potassium. The tran- 
sient hyperglycemia is usually readily controlled 
and disappears when administration of the drug 


is stopped, although the hypertension that fre- 


quently develops may persist and be serious. Inter- 
current infections such as tuberculosis, peritonitis, 
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streptococcic and staphylococcic infections and 
influenza may be masked by the administration of 
these drugs and accordingly over-looked. Other 
complications include the development of gastric 
or duodenal ulcers from which severe bleeding 
may occur or even perforation without warning, 
and interference with healing of operative wounds. 
Suppression of the adrenal cortical function may 
occur and be manifested by weakness, fatigability, 
and a drop in blood pressure. Contraindications to 
the use of these steroids include heart failure, hy- 
pertension, renal insufficiency, psychotic tenden- 
cies, duodenal ulcer and tuberculosis. 


Beneficial Effects of Corticosteroids 


It is now accepted that these drugs are not 
curative and that the favorable results of treatment 
in skin diseases is very variable. In those cases in 
which marked improvement can be expected, com- 
plete failure may occur and in others in which 
marked benefit is not anticipated, spectacular im- 
provement may take place. The two diseases in 
which cortisone or ACTH are definitely indicated 
and may be life-saving, at least temporarily, are 
acute disseminated lupus erythematosus and pem- 
phigus. They apparently are more effective in 
the vulgaris type of pemphigus than in the folia- 
ceous and vegetative types. 


In most cases of pemphigus the oral adminis- 
tration of 200 mg. or more of cortisone per day 
will stop the formation of blebs and blisters. In 
an occasional case the oral administration of 400 
to 500 mg. of cortisone per day or the intramuscu- 
lar injection of 100 to 150 units of corticotropin 
may be necessary to control the pemphigus. Oral 
administration of 50 to 100 mg. of cortisone or 
the intramuscular injection of 10 to 40 units of 
ACTH per day is usually necessary to maintain a 
remission. Potassium chloride and ascorbic acid 
are valuable adjuncts. When the administration of 
steroids is discontinued or its dose is reduced too 
rapidly, the cutaneous lesions usually recur. Such 
recurrent lesions are more severe and resistant to 
treatment than were the original lesions. 


In a few cases of pemphigus the disease has 
been controlled without remission for three years 
with maintenance doses of steroid. In other cases 
of pemphigus the disease has not recurred even 
after maintenance doses have been discontinued. 
However, in these cases of supposed cure the ques- 
tion arises as to the accuracy of the original diag- 
nosis. Unfortunately, many patients have not de- 
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rived any benefit from steroid therapy and have 
died of the disease. 


In cases of acute disseminated lupus erythema- 
tosus of the severe systemic type administration of 
corticosteroids will frequently produce a remission 
that may be maintained for several years. Although 
such clinical remissions occur, laboratory examina- 
tions reveal little change. The L.E. cells persist 
as well as increased sedimentation rate, leukopenia, 
albuminuria and reversed A.G. ratio. Unfortu- 
nately, most clinical remissions are of short dura- 
tion and the patients have eventually died of the 
disease. 


In cases of sarcoidosis, lymphoblastoma, derma- 
tomyositis, scleroderma, and acrosclerosis the re- 
sults of treatment with steroids are unsatisfactory. 
Recently, injections of hydrocortisone into the 
local lesions of sarcoidosis has been reported by 
Herman Beerman and Associates‘ as producing 
rapid involution of such lesions although recur- 
rence has occurred in less active form. 


There is a great temptation to use steroids in 
the treatment of atopic dermatitis. Temporary re- 
lief can be secured by such therapy but relapse in- 
variably occurs often with exacerbation of symp- 
toms and frequently associated with severe depres- 
sion and suicidal tendencies. The feeling of well- 
being, euphoria and clinical improvement in such 
patients rapidly brings on addiction to the steroids 
and this addiction is often as difficult to break as 
the morphine habit. 


Uncomplicated psoriasis should not be treated 
with these steroid drugs. However, when com- 
plicated with exfoliative dermatitis or psoriatic 
arthritis its use may be justified but recurrence 
can be expected. 

ACTH and Cortisone will probably prove of 
greatest service in acute self-limited dermatoses. 
Such recommendation, however, will depend up- 


on further experience with the delayed serious re- ° 


actions that seemingly may occur even after small 
doses of steroids. In general, they should not be 
used in chronic recurrent non-fatal dermatoses 
which can be managed with conventional methods. 
The most gratifying results are seen in severe peni- 
cillin urticaria and severe dermatitis medicamen- 
tosa. Its use is indicated in severe erythema multi- 
forme of the Stevens-Johnson type and anaphylac- 
toid reactions. It may be justified in severe derma- 
titis venenata such as poison ivy where highly 
gratifying results can usually be obtained. Unless 
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the cause is recognized and no longer acting, how- 
ever, steroids should not be used. 

Hydrocortisone acetate ointment in strengths of 
1 and 2%2% for local use has recently become 
available. It has proven very effective in many 
cases of contact and allergic dermatoses. It has 
also been a valuable addition to the treatment of 
localized patches of neurodermatitis and pruritus 
ani and vulvae. Fortunately, there is evidently so 
little absorption from such local use that systemic 
toxic manifestations have not been reported to 
date. Unfortunately, it is so expensive that its use 
is not practical except in small localized patches 
of dermatitis. 

In conclusion, the use of Cortisone and ACTH 
should be limited to the following conditions: 

1. Serious and otherwise fatal conditions, such as 
pemphigus and systemic lupus erythematosus; 


2. Self-limited hypersensitivity reactions of severe de- 
gree unresponsive to more conservative measures; 


3. Steroids should not be used in chronic recurrent 
non-fatal dermatoses which can be managed with con- 
ventional methods; 


4. Hydrocortisone ointment used locally is seemingly 
effective in contact and allergic dermatoses, localized 
neurodermatitis and pruritus ani. 


Antibiotics 

The first and still the best antibiotic for systemic 
treatment of acute cutaneous pyogenic infections 
is penicillin. It is not recommended, however, for 
local treatment because of the high incidence of 
cutaneous sensitivity reactions which occur as the 
result of topical application. Many newer anti- 
biotics are being used in the treatment of various 
skin infections such as impetigo, ecthyma, pyo- 
derma, erysipelas, cellulitis, and * lymphangitis. 
These include aureomycin, terramycin, neomycin, 
bacitracin, polymixin B and more recently erythro- 
mycin and achromycin. These latter antibotics are 
uncommon sensitizers when used locally. Some of 
these antibiotics, such as neomycin, bacitracin and 
polymixin B, are used primarily for topical appli- 
cation and not for systemic use. There is an ad- 
vantage in selecting them for local use rather than 
those that are extensively used systemically since, 
if sensitization does occur, it will not deprive the 
patient of a useful drug for possible future systemic 
treatment should a serious infection occur. 

Antibiotics when used locally are usually ap- 
plied as ointments. Their use in watery solution 
or wet dressings is often more effective than in 
ointment bases. They should be used in concen- 
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trations of from 0.1 mg. to 1.0 mg. per c.c. The 
powdered antibiotics may also be added to lotions 
in a concentration of 1 mg. per c.c. when indi- 
cated. Neomycin sulfate and polymixin B are 
stable in aqueous solutions for indefinite periods, 
but aureomycin, bacitracin and terramycin are 
unstable in solution. These latter antibiotics should 
not be prescribed in an ointment base or lotion 
containing water. 


The in vitro results and preliminary clinical ex- 
periences with erythromycin indicate that it is 
very effective for both hemolytic streptococci and 
staphlococcus aureus. Since these organisms are 
the cause of the vast majority of skin infections, 
it should prove the most uniformly effective of 
all the antibiotics. The results of in vitro sensitivity 
tests of the more common antibiotics may be sum- 
marized as follows according to Clarence S. Livin- 
good:* For staphylococcus aureus the order is 
erythromycin, neomycin, terramycin, penicillin and 
bacitracin; for hemolytic streptococci the order is 
erythromycin, penicillin, terramycin, aureomycin, 
bacitracin, and neomycin. 

No single antibiotic is superior for all infections. 
Of late, there is a tendency to employ a combina- 
tion of antibiotics in ointments instead of a single 
preparation in order to secure more efficiency. 
Unfortunately, no such combination is uniformly 
effective. Ideally, bacterial cultures and in vitro 
sensitivity tests should be made to the causative 
organisms in selecting the most suitable antibiotic 
for local or systemic use. This is especially indi- 
cated in chronic resistant infections. If such sen- 
sitivity tests cannot be done, selection should be 
made on a trial and error basis. If marked im- 
provement with a given preparation does not oc- 
cur within a week a different antibiotic should be 
selected. It is desirable in making a selection of 
an antibiotic to be employed, to be familiar with 
the evaluation of its therapeutic efficiency for the 
type of infection present. 

Penicillin is still the treatment of choice for both 
syphilis and gonorrhea. There is no evidence to 
date of penicillin resistance developing in either 
of these diseases. There is, however, an ever in- 
creasing incidence of penicillin sensitization which 
may limit its use more and more in the future. 
Penicillin is of no value in the treatment of chan- 
croid, lymphogranuloma venereum, or granuloma 
inguinale. It is commonly used in the treatment 
of chancroid and such use masks a possible syphi- 
litic infection if present. The treatment of choice 
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for chancroid is sulfonamide therapy. Sulfona- 
mides are also of value in the treatment of lympho- 
granuloma venereum. The mycins, except for 
streptomycin in syphilis, are effective in the treat- 
ment of all five of the venereal diseases, although 
they are the treatment of choice only in lympho- 
granuloma venereum and granuloma inguinale. 
Although they are not as effective as penicillin in 
the treatment of syphilis and gonorrhea, they are 
suitable substitutes if severe penicillin sensitivity 
exists. They may also be used in the treatment of 
chancroid if contraindications to the use of sulfon- 
amides exist, although such use will also mask an 
associated syphilis if present. 


The sulfonamides, although not antibiotics, are 
valuable in the treatment of skin infections. They, 
however, like penicillin, should not be used lo- 
cally because of the frequency of cutaneous sensi- 
tivity from such use. The common practice, par- 
ticularly in the past, of employing sulfathiazole 
ointment to leg ulcers and stasis dermatitis, fre- 
quently caused severe dermatitis venenata or 
medicamentosa. Sulfapyridine, which has little 
other value and is one of the more toxic sulfona- 
mides, is most effective in the treatment of derma- 
titis herpetiformis and some cases of so called 
nummular eczema. Frequent blood counts and 
urinalyses should, however, be made on such pa- 
tients. 


Antihistaminic Drugs 


Histamine plays an important role in the 
phenomena of hypersensitivity. Antihistamines 
should neutralize, or at least inhibit, the effect of 
histamine in allergic skin diseases. When intro- 
duced it was hoped that they would prove highly 
effective in the control of all types of allergy. Un- 
fortunately, further experience has not justified 
this hope. 


The exact mechanism of action of these drugs 
is not known. They are not effective in all allergic 
manifestations and are not universally useful in 
any particular syndrome. They may provide symp- 
tomatic but not curative relief for urticaria, an- 
gioneurotic edema, and serum sickness. They have 
been a disappointment in atopic and contact 
dermatitis where their value is largely limited to 
their sedative effects. 

These drugs are often helpful in controlling 
pruritus when used locally due to their anesthetic 
action. They have, therefore, been recommended 
for the control of pruritus in localized neuro- 
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dermatitis, lichen planus, pruritus ani, etc. Such 
local use is, however, no longer recommended be- 
cause of the high incidence of cutaneous sensi- 
tivity reactions which occur as the result of such 
topical application. Preparations containing anti- 
histaminics for local application, therefore, are 
no longer approved by the Council on Pharmacy 
and Chemistry of the American Medical Associa- 
tion, or listed in New and Non-Official Remedies. 

An important limitation to the systemic use of 
these drugs is their toxic effects. The major un- 
desirable symptom, particularly to their ambu- 
latory use, is sedation. This may be evidenced by 
inability to concentrate, loss of alertness, dizziness, 
weakness or marked sleepiness. In occasional cases 
excitation manifested by tachycardia, 
nervousness, irritability, or insomnia. In other pa- 
tients, nausea, vomiting, headache and _ blood 
dyscrasias, such as agranulocytosis, anemia, and 
leukopenia may develop. 

The large number of antihistaminic drugs being 
presented these days is very confusing. It is im- 
possible to be experienced with them all. It has 
been suggested by Feinberg’ that these prepara- 
tions be divided into three groups and that the 
practitioner become acquainted with at least one 
preparation from each group. Group one might 
comprise the less sedative and usually less potent 
antihistaminics, such as Antistine, Neohetramine, 
Perazil, and Thephorin. Group two would com- 
prise the more potent and moderately sedative 
members, such as Chlor-Trimeton, Histadyl, Neo- 
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Antergan, Pyribenzamine, Pyrrolazote and Trime- 
ton. Group three might contain the most sedative 
drugs, such as Benadryl, Decapryn, and Phenar- 
gan. It is suggested that the physician select one 
member from each of these groups. Selection from 
such a triad would satisfy the majority of the 
cases who respond to antihistamines. 

It may be indicated in some cases with severe 
allergic manifestations to increase the average 
adult dose from two to four times. When using 
such large dosage, however, the patients should be 
under constant observation. The use of antihis- 
taminics suitable for intramuscular or intravenous 
administration such as Benadryl, Histadyl or Chlor- 
Trimeton often produce more prompt and power- 
ful action than their use orally. Such use is or- 
dinarily restricted to emergencies and such situa- 
tions are often more effectively met by the use, if 
available, of corticosteroids. 
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POLIO VACCINE CONFUSION AND FACT 


(Continued fom Page 656) 


The Council in originally adopting a policy of 
PR foresight. 

This preliminary review is in no way intended 
as an “I told you so” paean of self-praise; too 
many problems still lie ahead. Nevertheless the 
Michigan medical profession is justified in being 
rather proud that its concept of public relations 
has a stronger foundation than mere “co-opera- 


‘ tion” in or acquiesence to such an obvious and 


popular measure as “free” polio inoculations. In 
this instance, courage was a basic ingredient in 
an increasingly successful PR activity. Lacking 
courage, MSMS never would have accepted what 
its leaders considered a sincere responsibility to 
give facts to the people of Michigan no matter 
what the cost (in “popularity”). 
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Economic Advantages of 
Early Ambulation 


By D. J. Leithauser, M.. D. 
Detroit, Michigan 


HE HIGH COST of medical care, particularly 

hospitalization, has become a matter of vital 
concern everywhere, to the patient, to hospital 
management, to the medical profession, to insur- 
ance companies and to the community as a whole. 
Hospital costs naturally have soared because of 
the general inflationary trend, but the problem has 
been further aggravated by abuse of hospitaliza- 
tion because of prepaid hospital insurance. This 
economic problem must be solved, or hospital care 
will soon be priced beyond the reach of a majority 
of those who need it, whether it is paid directly or 
through hospital insurance premiums. A significant 
contribution to the solution of this problem could 
be made by reducing the average period of post- 
operative hospitalization, since the majority of 
admissions in community and private general hos- 
pitals are surgical and obstetrical. Fortunately, the 
means are already available for doing this, if all 
surgeons would take advantage of recently im- 
proved methods of postoperative care, for these 
methods result in more rapid recovery of the sur- 
gical patient, and definitely shorten the hospital 
stay. Development of these procedures was moti- 
vated originally by the desire to improve medical 
care, but their enormous economic advantage fur- 
nishes another compelling reason why they should 
be more widely and effectively applied. 


Hospital Stay Can Be Reduced 


In our practice, through use of early ambula- 
tion, the average period of hospitalization after 
over 4,000 major surgical operations performed 
since 1938 has been reduced to less than half the 
time required in a comparable series of cases ob- 
served earlier, when patients were confined to bed 
after operation. In a large series of consecutive 
cases, the period of hospitalization after appen- 
dectomy was reduced from eight to two days; after 
cholecystectomy, from fourteen to seven days; 
following herniorrhaphy, from fourteen to five 
days, and following hysterectomy, from twelve to 
six days. In many individual cases, the hospital 


periods have been considerably shorter than these’ 


averag: Ss. 
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Reduction of hospital stay by at least 50 per 
cent has been reported also by other surgeons who 
have applied early ambulation aggressively and 
consistently. Despite enthusiastic reports from 
many surgeons, the general statistics on the length 
of hospital stay demonstrate clearly that many sur- 
geons are still not achieving the maximum benefits 
possible with modern methods, because they are 
not using early ambulation with sufficient emphasis 
and insistence, particularly in patients who have 
been subjected to extensive procedures. In 1953, 
among patients insured in the Blue Cross, repre- 
senting 45.8 per cent of all hospital admissions in 
the State of Michigan, the average period of hos- 
pitalization for all uncomplicated major surgical 
cases was still thirteen days. Since this figure 
represents the total period before and after opera- 
tion, the postoperative period would probably be 
one to one and a half days less. This still leaves a 
considerable discrepancy between what can be 
done and what is being done generally. 


Professional Attitude Toward Early Ambulation 


That this matter has great significance from the 
standpoint of cost of hospital insurance in the 
aggregate and for every individual who is insured 
is emphasized in a letter sent by the Chairman of 
the Advisory Committee of the Michigan Hospital 
Service, in December, 1953, to all physicians in the 
state. This letter stated that the length of hospital 
stay has “crept up since 1951,” and warned that 
“should the average length of stay increase by one 
day it would cost Michigan Blue Cross $10,000,000 
in 1954.” 


When this letter came, it recalled another letter 
once received from the Wayne County Medical 
Society, after I had begun to advocate early ambu- 
lation after surgery, on the basis of my own favor- 
able experiences. This earlier letter is mentioned 
because it is pertinent to the present discussion 
in explaining why the full impact of the modern 
therapeutic methods has not yet been realized in 
the practice of surgery generally. The letter, dated 
September 26, 1939, reads as follows: 


“The Ethics Committee has obtained legal opinion 
to the effect that if some untoward results should follow 
such a short stay in the hospital after an operation 
and should result in a lawsuit that the defendant (the 
physician) could not anticipate a favorable decision. 
It is also the opinion of insurance companies that they 
would tend to avoid the handling of such a case.” 
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These two letters testify that within a little more 
than a decade there has been a complete reversal 
in the official attitude of the medical profession 
in regard to the optimal period of hospitalization 
after surgery. It is historically interesting and indi- 
cative of the rapidity of recent medical progress, 
that the shortening of hospital stay which was 
criticized and censured in 1939 has attained such 
status by 1953 that the insurance organizations 
sponsored by the Michigan State Medical Society 
urge all doctors to practice it because of its corol- 
lary economic advantage. 


In this connection, it also should not be forgot- 
ten that the attitude of active opposition to early 
ambulation after surgery persisted for several years. 
In 1940, when results on early ambulation were 
presented before the Detroit Academy of Surgery, 
the discussion, in general, was ruthlessly antag- 
onistic.* There was no widespread acceptance nor 
general application of early ambulation after sur- 
gery until about 1946, although a few surgeons in 
the larger medical centers had experimented with 
the method prior to that time. This means that 
the general trend toward methods that promote 
rapid recovery has taken place entirely within the 
past ten years. In view of this, it is not surprising 
that the maximum benefits possible with this new 
procedure have not yet been fully realized by the 
entire profession. It is perhaps more surprising, 
when one considers the natural conservatism of 
the profession, that the newer methods have been 
so thoroughly tested within such a short time, that 
they have received official sanction and that medi- 
cal teaching in regard to postoperative care has 
changed so radically. 


The majority of surgeons now in active practice 
received their training more than ten years ago, 
when it was believed that constant bed rest was 
required for wound healing, though this is now 
known to be a fallacy. Early ambulation was either 
unheard of or definitely frowned upon (as proved 
by the letter cited) as a hazardous procedure. Be- 
cause of their training, many of these older men 


*Dr. Roy D. McClure was the only one present who 
expressed an objective interest and urged that the in- 
vestigation be continued. Early encouragement also 
came from Dr. Alexander W. Blain. An article on the 
results of these experiments, prepared in 1939, was re- 
jected by four national surgical journals. It was finally 
published in 1941 in the Archives of Surgery, but only 
after intercession and recommendation by Dr. Anton 
J. Carlson, Professor of Physiology at the University of 
Chicago, who had been impressed with the soundness 
of the physiologic principles involved, after a thorough 
review of the author’s data. 
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are naturally skeptical about the merits and saiety 
of early walking after surgery, especially if they 
are working in small communities where they have 
not had the opportunity to observe the beneficial 
results at first hand. Even though they may recog- 
nize the possibility of beneficial results in theory, 
timidity frequently inhibits them when it comes 
to actual practice. Such timidity is usually attrib- 
utable to certain misconceptions caused by incom- 
plete understanding of the physiologic principles 
on which the rationale of early ambulation is 


based. 


Why Early Ambulation Is Necessary 


In my previous publications, the physiologic 
necessity for ambulation immediately after opera- 
tion has been fully explained.* After an operation, 
because of noxious reflexes initiated by the surgical 
injury, the arteriolar bed as a whole contract, 
choking off the blood supply to the organs and 
voluntary muscles. Similar contraction also occurs 
in the bronchioles and air cells, thus reducing 
oxygen content in the blood which supplies nour- 
ishment to the various organs and voluntary mus- 
cles. Oxygen lack and the accompanying im- 
balance in body fluids and electrolytes account for 
the weakness after an operation, which is usually 
in direct proportion to the magnitude of the surgi- 
cal procedure. Walking reverses this functional 
imbalance and cripppling by substitution of a 
strong counter or compensatory reflex, demanding 
more oxygen for the muscles. This stimulates a 
chain reaction of biochemical responses resulting 
in opening of the bronchioles and arterioles, so that 
pulmonary ventilation is improved and blood flows 
to the viscera and extremities more rapidly. The 
patient’s general physical improvement, as a result 
of this, is almost unbelievably prompt, as can be 
demonstrated by the “rapid recovery experiment.” 


“Rapid Recovery Experiment” 

Early in our investigations on early ambulation, 
the “rapid recovery experiment” was so called be- 
cause it was used when the patient’s general condi- 
tion demanded a particularly strong stimulus for 
re-establishment of normal function, or to furnish 
a striking demonstration of the immediate effects 
of exercise to fearful patients and doubting obser- 
vers. At present, however, this “experiment” is 


*These principles are also emphasized in a motion 
picture film produced in 1944, which also demonstrates 
the “rapid recovery experiment.” This film is available 
for loan to medical organizations and hospital staffs 
upon request. 


JMSMS 









tion, 
1 be- 
yndi- 
s for 
rnish 
fects 
bser- 


” 


t’ is 
1otion 
trates 


ilable 
staffs 


A S MS 








now incorporated into the postoperative regimen 
as routine practice; three times out of bed in rapid 
succession immediately after recovery from the 
anesthetic is a standard order and is supervised 
by nursing personnel. 

Every surgeon can convince himself of the value 
of immediate postoperative exercise if he will per- 
form this “rapid recovery experiment” on a patient 
who has undergone a major operation, e.g., 
cholecystectomy or gastrectomy. Immediately aft- 
er the patient recovers from the anesthetic, assist 
him to get out of bed from the recumbent posi- 
tion and instruct him how to do it. Have him turn 
on his right side, then sit up with his feet over the 
edge of the bed, stand on the stool, then step down 
to the floor. Have him walk a few steps and then 
return to bed and resume recumbency, for about 
a minute. Then repeat the procedure twice. Each 
of the three times that he gets out of bed, insist 
that he walk as many steps as possible; each time 
he will be able to go farther. After this exercise 
period (about five minutes) is completed, allow 
the patient to rest in the recumbent position for 
ten minutes, and then visit him again. You will 
be amazed at the improvement in his general 
condition. 


The surgeon should perform this experiment 
personally on three different patients; by then he 
should be so thoroughly convinced of its efficacy 
that he will be ready to adopt it as routine proce- 
dure, and to train his assistants and nurses in the 
management of patients during this immediate 
postoperative exercise. After this first “triple-ris- 
ing” procedure, most patients can get out of bed 
by themselves, without assistance, and they are 
instructed that walking should be repeated fre- 
quently. If the patient is somewhat resistant or 
fearful, then each time he gets out of bed, have 
him bend over and touch the floor several times; 
this relieves any feeling of faintness and gives the 
patient confidence. If the patient should be still 
lagging or fearful on the day after operation, urge 
him to walk more rapidly or to walk up a flight 
of stairs. Encouragement and aggressive insistence 
are necessary to instill confidence in some patients, 
and become routine responsibilities of surgeons, 
interns and nurses in hospitals where early ambu- 
lation is effectively practiced. 


Early Ambulation Hastens Wound Healing . 


Fear of wound disruption, which apparently 
still lurks in the minds of many surgeons, is abso- 
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lutely groundless, as has been proven by all authors 
who have written on early ambulation. Actually, 
the wounds of patients who exercise immediately 
after operation heal more rapidly, and in all re- 
ported series, the incidence of incisional and recur- 
rent hernias has been greatly reduced. Every 
surgeon who believes in his own technical ability 
to make a proper incision and to suture a wound 
securely can apply early ambulation effectively 
(which means radically) and consistently in all 
cases, with perfect confidence that his patients will 
recover more rapidly and that there will be far less 
danger of wound disruption and other complica- 
tions than there would be if they were kept in bed 
for several days after operation. 


Immediate Postoperative Walking Decreases 
Complications and Hospital Costs 


In focusing attention on the economic aspect of 
the problem, the most important factor is timing, 
since the beneficial results are directly dependent 
on when (that is, how early) ambulation is estab- 
lished. When a surgeon understands the under- 
lying physiologic principles, he knows why the 
earliest possible moment is the correct time to 
have the patient walk after an operation, and then 
he achieves effective results. He understands why 
“dangling” is a poor excuse for walking. “Dang- 
ling” and periods of sitting in a chair for several 
days before ambulation is started are undoubtedly 
responsible for certain reports that ambulation does 
not prevent venous thrombosis and consequent 
fatal pulmonary embolism. Early and frequent 
walking exercises beginning immediately on re- 
covery from the anesthetic promote acceleration 
of the blood flow which washes away sludge and 
sticky clumps of red cells before they have time to 
become large fatal clots. 


When the time of getting out of bed is left 
up to the patients (a relatively common practice) , 
then only the more vigorous and active persons, 
who need it less than others, get the benefits of 
early ambulation. The ones who offer resistance 
and elderly patients and those more severely ill, 
who need ambulation the most, do not get it. 
Patients in these groups are the ones in whom 
postoperative complications may develop. Such 
complications always lengthen the period of hos- 
pitalization, increase expense for the patient (and 
incidentally, for the hospital and the community) , 
besides causing him undue suffering and some- 
times risk to his life. 
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Misuse of Hospital Facilities 


Failure to comprehend these facts is extremely 
harmful, from the standpoint of optimal surgical 
care, and also extremely costly. If every surgeon 
in the State of Michigan were to use early ambu- 
lation, with proper timing, and with insistence on 
a consistent program that would yield full thera- 
peutic benefits, the average period of hospitaliza- 
tion for surgical cases could undoubtedly be re- 
duced by several days. Since the costs of hospi- 
talization are constantly increasing, it becomes the 
duty of every surgeon to take advantage of the 
recent improvements, not only to hasten recovery 
and reduce the risk of complications, but also to 
ease the economic burden for the patient. Each 
day of hospitalization that is not definitely neces- 
sary represents unjustifiable waste and is depriving 
some other sick person of hospital care. 


In a study conducted by the Michigan State 
Medical Society and the Michigan Blue Cross in 
which over 12,000 consecutive clinical records in 
twenty-five typical Michigan general hospitals 
were analyzed, Becker has reported that more 
than 28 per cent of all hospital admissions “con- 
tained some element of faulty use” which was 
more frequent among insured patients. Blue Cross 
members misused their hospital stays in nearly 
36 per cent of the cases. In terms of hospital days, 
11,172 of 76,238 days studied were deemed unnec- 
essary to the recovery, safety or reasonable comfort 
of the patient. “Nearly one out of five days used 
by a Blue Cross patient was not a necessary day.” 
Over 18 per cent of Blue Cross patients remained 
in the hospital in excess of their need. Becker has 
also emphasized the abuse of hospital facilities 
through admissions for laboratory and x-ray studies 
that could be handled much more economically 
on an out-patient basis. The figures cited indicate 
that unnecessary hospitalization is a practical prob- 


lem of great magnitude. To solve it, every physi- 


cian and every surgeon must co-operate by using 
methods that reduce the necessity for hospitaliza- 
tion to the minimum consistent with optimal medi- 
cal care. 


Trend of Future Developments 


The possible advantages of early ambulation 
have by no means been completely exploited, even 
by those of us who have studied it most thoroughly 
and applied it most vigorously. Observations in 
selected cases, following various surgical proce- 
dures, have furnished convincing evidence of this. 
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Recovery has been so rapid in some instances that 
patients have been allowed to leave the hos) tal 
the day following cholecystectomy and _hernior- 
rhaphy, and dismissal on the day after appendec- 
tomy is a fairly common occurrence. In no instance 
of this type has there been any untoward develop- 
ment or complication. In fact, patients who have 
left the hospital earlier than usual and have regu- 
lated their own activities have displayed excep- 
tionally and almost unbelievably prompt recovery. 
When early ambulation is practiced aggressively 
and the value of exercise is constantly stressed, the 
patient’s attitude changes, so that he no longer 
boasts of how desperately ill he was, nor of how 
long he .was incapacitated. Instead, he gets his 
satisfaction and makes his bid for attention on the 
basis of his superior accomplishments in achieving 
recovery at the earliest posstble moment. He be- 
comes proud of what he can do, instead of what 
he cannot do. Desirable psychologic attitudes and 
increased activity, each enhanced by the other, 
are the two essential factors which hasten recov- 
ery and reduce the hospital stay. 

In the future, the architecture of hospitals and 
the planning of floor space will be modified to con- 
form with modern practices. The function of the 
recovery room for the surgical patient will be ex- 
panded to include instruction in the proper method 
of getting out of bed, with supervision of his first 
ambulatory period, which is so important from 
the standpoint of rapid recovery, by skilled profes- 
sional personnel. Then, when he returns to the 
surgical floor, he can care for most of his own 
needs under less highly trained supervisors and 
ward assistants. On the convalescent floor, a cafe- 
teria dining room will be available where he will 
choose his own food, serve himself and enjoy 
sociable companionship with other patients during 
meals. This will represent a saving to the hospital 
by eliminating unnecessary service and reducing 
food waste. An improvised dining room of this 
type at our hospital has been enthusiastically ac- 
cepted by the patients, during a two-year experi- 
mental trial. The foregoing is but a small sampling 
of possibilities for the near future. 

As more and more experience is gained by the 
entire surgical profession, as hospital structures and 
routine functions are modified to conform to pres- 
ent methods and needs, and as more patients learn 
to assume a positive attitude toward rapid recovery 
after operation, it seems certain that the majority 
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Michigan Veterans Trust Fund 


By Lawrence J. LaLone, Executive Secretary 
Lansing, Michigan 


W E ARE grateful for this medium and this 
opportunity to tell the Veterans Trust Fund 
story to the members of the medical profession in 
our great state. We welcome this opportunity not 
only because our organization has paid over 
$2,000,000 in medical and hospital bills for Michi- 
gan veterans and their families since we started 
operations in 1946—but also because these and 
other needs that this organization was designed to 
meet will be with us for years to come. With some 
40 per cent of our grants going for medical emer- 
gencies, it behooves us to work closely and harmon- 
iously with those whose services are so essential 
to veterans and their families in time of need. 
The scope and mission of the Michigan Veterans 
Trust Fund Board of Trustees have been broad- 
ened extensively since this program was first 
organized some eight and a half years ago, but, 
fundamentally, the mission is to provide financial 
assistance to meet the emergent needs of qualified 
World War II and Korean veterans and their legal 
dependents. However, rehabilitation is really the 
primary objective and, in addition to financial 
assistance, we consider it our mission not only to 
help applicants through the resources of our own 
organization but also to refer them to other re- 
source agencies, private as well as public, “to help 
the man to help himself.” In this connection, all 
applicants are expected to make every possible 
effort to solve their problems through their own 
resources, within reason. But on the other hand, 
assistance should be and is granted in those cases 
where the applicant would undergo undue or dire 
hardship unless outside assistance was forthcoming. 
The ‘$50,000,000 Trust Fund” story actually 
goes back to 1943 when the Michigan State Legis- 
lature transferred $50,000,000 from surplus (be- 
lieve it or not, the state had a surplus in those 
days ) in the state treasury to a postwar reserve 
lund for the purpose of “liquidating Michigan’s 
obligation, after termination of the war, to its 
teturning servicemen, their widows and depend- 
ents,” 
Subsequently, Act No. 9 of the Public Acts of 
1946, 53rd Legislature, Extra Session, was unani- 


June, 1955 





mously passed by the Legislature. This act created 
the Michigan Veterans Trust Fund and its Board 
of Trustees, giving it control of the $50,000,000 
fund and outlining, in general terms, provisions for 
its administration. 


The fund is administered entirely by World 
War II and Korean veterans, solely for the benefit 
of honorably discharged veterans of World War II, 
Korean veterans and their dependents. 

This aid is granted for temporary emergent 
needs of qualified veterans and their dependents 
and is in no sense intended to be a continuing fund 
or a public assistance fund that will duplicate 
already existing agencies set up to render assistance 
to individuals with chronic or long-range require- 
ments. 

Only the earned income from the corpus of 
the $50,000,000 Trust Fund is utilized in making 
these grants to veterans. The earnings approxi- 
mate $1,171,000 a year. That is the gross annual 
return. However, at the time this fund was in- 
vested in government bonds, the $50,000,000 was 
able to purchase only $47,000,000 in bonds at the 
then-price of the bonds. The Michigan State 
Treasurer, who is custodian of the fund, is amor- 
tizing the premiums on these bonds, as any trust 
company would do, so that whenever the bonds 
come due, by setting aside a certain sum from the 
earnings each year, the state will still have its 
$50,000,000 intact. In other words, by utilizing 
only the earned income, the program is able to 
render millions of dollars in assistance without 
using any of the taxpayers’ money from the general 
fund. 

Each of the eighty-three counties in the state 
receives its respective share of the earnings from 
the fund, based on the veteran population in each 
county (as determined from time to time by the 
Board of Trustees) and all such allocations remain 
to the credit of the respective counties. Any por- 
tion of the county allotments unused at the end 
of a fiscal year carry forward and are added to 
subsequent allotments. 

In order to take advantage of the maximum 
earning capacity of the earned income, disburse- 
ments to the counties are confined to amounts 
required to meet needs of the immediate future. 
However, any county may at any time request any 
portion, or, for that matter, all of its undisbursed 
allocations, if conditions in the county warrant 
such action. 

Disbursements of funds at the county level are 
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made by the respective county treasurers directly 
to the beneficiaries or vendors upon order of the 
local county committee. 


In its broadest sense, need is defined for the pur- 
pose of this act to be any emergency in the life of 
an honorably discharged World War II veteran, 
Korean veteran and/or his or her dependents 
which requires immediate assistance in order to 
prevent dire and undue hardship to the applicant. 


The emergencies may involve hospitalization, 
medical services which cannot be secured from any 
other federal, state, or county agency or from any 
privately owned insurance coverage; food, fuel, 
clothing, shelter, necessary transportation, or other 
unforeseen emergencies requiring prompt atten- 
tion. 


As an indication of the autonomy as well as 
the latitude that county committees enjoy under 
the broad provisions of our program, we have 
granted as little as $5 for a bus ticket, and we 
have paid over $2,000,000 in hospital and medical 


bills for individual veterans and their families. 


Since we started operations on July 1, 1946, our 
eighty-three county committees have approved 
over 100,000 applications and have expended near- 
ly $6,000,000 in behalf of these applicants and 
their families. As we mentioned earlier, over 
$2,000,000 of this amount was for the payment of 
medical and hospital bills. Approximately $3,000,- 
000 was spent for subsistence items—food, cloth- 
ing, shelter, et cetera. And as we pointed out, 
all of this money has been granted at no expense 
to the taxpayers because the State of Michigan 
will eventually get its $50,000,000 back, as we use 
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only the interest from the corpus of the fund. 

The Michigan Veterans Trust Fund is the state’s 
official agency for most matters involving Michi- 
gan veterans (particularly those nonservice-con- 
nected in nature) but time and space preclude any 
detailed summary of these other responsibilities, 
For instance, our Student Loan Fund, which our 
organization administers, has made it possible for 
over 10,000 Michigan students to continue their 
education when many of them might have had to 
drop out but for timely loans from this fund. 
Unlike the Trust Fund program itself, which 
involves outright grants, the Student Loan Fund, 
as the name implies, is a revolving fund where 
individual loans up to a maximum of $100 are 
made to veterans when their regular subsistence 
checks from the federal government are delayed, 
lost, et cetera. Since July 1, 1946, we have loaned 
some $700,000 to eligible students through the 
revolving provisions of this program. 

Suffice it to say, that Michigan has good reason 
to be proud of the national recognition it has 
received as a leader in providing for the needs 
of her veterans. In recognition of the generosity 
of the people of Michigan, those of us charged 
with the responsibility of administering this pro- 
gram recognize that these privileges entail adher- 
ence to the strictest principles of sound and 
economic administration, coupled with prudent 
judgment. To that end, it is the goal of this 
program to help veterans to help themselves and 
to be worthy of the traditionally American concept 
that those who served in our armed forces in the 
hour of our nation’s greatest need should them- 
selves be served in their hour of need. 





ECONOMIC ADVANTAGES OF EARLY AMBULATION 
(Continued from Page 700) 


of surgical patients will require only one or two 
days’ treatment in the hospital following all but 
the most formidable surgical procedures. When 
that time comes, it will bring with it the saving 
of millions of dollars in the State of Michigan 
alone. 


Summary and Conclusions 


1. Early ambulation after surgery promotes 
rapid recovery, prevents complications and 
shortens the hospital stay. 


2. To be maximally effective, early ambulation 
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must be instituted immediately on recovery from 
the anesthetic, as demonstrated by the “rapid 
recovery experiment.” 

3. If all surgeons would apply this practice ef- 
fectively and conscientiously, the hospital stay of 
surgical patients would be reduced, on the average, 
by several days. 

4. By this means, hospital facilities could be 
used more efficiently, and hospital costs and the 
cost of prepaid hospitalization insurance could be 
reduced. This would save millions of dollars each 
year in the State of Michigan. 
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Edict or Ethics 


An undercurrent of discussion is prevalent among Michigan 
doctors of medicine. It concerns the powers of the Michigan 
State Board of Registration in Medicine. And it concerns 
the inability of the organized profession of medicine to exer- 
cise discipline of its own membership. The finger of the 
Michigan court points to the Board of Registration as the only 
disciplinary body in authority. Discussion revolves upon how 
much and what authority should this Board have. Thought 
is also directed to the medical society and its responsibility in 
matters of professional misconduct. 


Our attention is invited to a recent law passed in the State 
of Washington, and sponsored by members of the Washington 
State Medical Society. We do not have the details of how 
this law is to be administered. But it is directed at authoriz- 
ing “disciplinary action against licensed physicians who are 
guilty of professional misconduct.” 


Perhaps our Michigan State Board of Registration needs 
its authority more explicitly defined. Certainly, professional 
misconduct needs definition. So much of what may be called, 
by some, professional misconduct is truly not a matter for law 
but rather a matter of ethics. The AMA Principles of Ethics 
are basic for our profession. Many other attempts have been 
made to list codes of behavior for doctors of medicine, a 
recent one appearing in the March 1954 issue of The Modern 
Hospital. 


We believe that we should not entrust to law the definition 
of good moral conduct nor apply legal penalties in an at- 
tempt to legislate morals. Such attempts have failed in Ameri- 
can experience. 


It will require sharp discrimination to separate the legal 
responsibilities of the practising physician from his basic 
moral obligations to his profession and the public. 


K vdeo W. Gaile, 


President, Michigan State Medical Society 
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MICHIGAN STATE MEDICAL SOCIETY ANNUAL SESSION 


Civic Auditorium—Pantlind Hotel, Grand Rapids 
Wednesday-Thursday-Friday, September 28, 29, 30, 1955 
YOU are invited to attend the Ninetieth 





MICHIGAN MEDICAL SERVICE 


Medicine’s Answer 


t Ken MONTH, we again salute the medical 

profession’s answer to the threat of socialized 
medicine. In the course of events, the answer had 
to come. The time was right for an excursion into 
the realm of providing prepaid, voluntary medical 
and hospital care for a people deep in the despair 
of a long-continued depression, with not much 
hope for better things. The profession asked the 
regular insurance companies to offer some relief 
and were told that prepaid medical care was un- 
insurable. Some of our national medical leaders 
suggested we practice medicine and keep out of 
insurance. 


In Michigan and some other parts of the 
country, local groups refused to give up. The 
Blue Cross-Blue Shield movement was almost 
spontaneous, the most spectacular growths ever 
witnessed, and Michigan was in the vanguard. We 
started with some ideas and a borrowed $10,000. 
Blue Shield, Michigan Medical Service, is now a 
great public trust, protecting 3,243,431 persons 
(January, 1955) in our state. (Blue Cross has 
3,369,231) 


In conjunction with Michigan Hospital Service, 
our service plans own a grand home office build- 
ing valued at $3,250,000. Michigan Medical 
Service has a healthy reserve of almost $7,500,000 
and has paid out in behalf of subscribers up to 
February 28, 1955, $155,238,311.30. 


The Michigan State Medical Society and every 
member should be justly proud of such achieve- 
ment. It represents untold hours of attending 
organizations and administrative meetings, and, on 
the part of our pioneer doctor of medicine in 
the earlier years at least, literally thousands of 
hours of automobile driving, alone and at night, 
in order to give the needed service and return to 
our patients waiting at home. 
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We salute the attained “miracle,” but we also 
salute those men of vision who would not give up, 
even under tremendous stress and coercion. 


TAKING A TRIP? 


GREAT many of our doctors and their 

families take trips abroad in these days of 
fast travel and many international meetings. Our 
patients also have the same notions. All who travel 
in foreign lands must take certain definite precau- 
tions. The San Diego Department of Public 
Health has prepared a pamphlet, copied with per- 
mission by the Calhoun County Health Depart- 
ment. Several items are given emphasis. 

“Be vaccinated, depending on the area of travel, 
against typhoid, paratyphoid, smallpox, typhus, cholera, 
yellow fever. Do this early enough to be well protected. 

“One should have a complete medical check-up. The 
doctor will advise about medication to take along, be- 
cause this might be difficult or impossible to get in some 


places. A simple First Aid Kit is important, look after 
teeth, have an extra pair of glasses. 


“Watch your food and drink. In some places eat or’ 


drink nothing that has not been recently boiled or 
cooked. Avoid ice, ice cream, milk, butter, cheese, raw 
fruits or vegetables, salads, raw meats. The United 
States Consul is a safe friend in case of illness or trouble.” 

Don’t try to take a shot of insulin in a plane 15,000 
feet high without first equalizing the pressure within 
the bottle—you might break your syringe. 


We have made these suggestions because they 
might easily be overlooked. 


ETHICS BY RULE 


HE JUDICIAL COUNCIL of the American 
Medical Association, at the Miami meeting, 
November-December, 1954, made a report (ac- 
cepted by the House of Delegates) from which 
we quote: 
“. . Ophthalmologists cannot ethically provide glasses 
for their patients unless the service is unavailable with- 
out hardship or inconvenience to the patient. 


“It is unethical for ophthalmologists to profit from 
the sale of glasses. 
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“Ophthalmologists cannot derive income from mer- 
chandising and still be considered on a professional level. 


“Ophthalmologists may not accept rebates from op- 
tical houses. 


“It is unethical for an ophthalmologist to profit from 
the services of an optician working either in his office 
or on a referral basis .. .” 

We contacted the general manager of the Ameri- 
can Medical Association regarding this report and 
were told that before arriving at the above state- 
ment, the Judicial Council had written to the 
officers of the Section on Ophthalmology of the 
American Medical Association, The American 
Academy of Ophthalmology and Otolaryngology, 
and the American Ophthalmological Society ask- 
ing whether they considered it ethical to receive 
profit from the providing of glasses to patients. 
The answer to this basic question should be given 
only after thorough canvass of the membership. 
This was not done, however. The opinion ob- 
tained was not representative of the membership. 
The officers questioned are men who have retired 
from practice, are practicing surgery, or are en- 
gaged in teaching ophthalmology, and probably 
have not refracted eyes for glasses in private prac- 
tice for years. 


If only rebates were contemplated, which was 
evidently the impression, we all deplore them. 
(Incidentally, one man could have qualified to 
speak officially for all three groups. Three did.) 

About 80 per cent of ophthalmology is con- 
centrated in fitting glasses and making the patient 
see comfortably. If a doctor does the finest and 
most accurate refraction, then sends his patients 
out to hunt for glasses, both will be disappointed. 
Fully one third of the comfort in wearing glasses 
is in the proper frame selection and fitting. Un- 
less the doctor attends to it himself, the patient 
will be unhappy, will return to the optician and 
be told the doctor must have made a mistake— 
a black eye for the doctor. 


We believe that complete service is what the 
patient expects and has a right to receive. The 
Michigan State Medical Society, at one of its 
annual sessions, stated its belief that the complete 
fitting of glasses is just and ethical. We do not 
believe the providing of glasses is in any way 
merchandising. If the ophthalmologist assumes 
the complete service, he is entitled to make a 
Suitable charge. He furnishes materials, looks 
after his own collections, and is under as heavy 
expense as those in any field of medicine. 
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The Judicial Council also declared that a doctor 
must not dispense drugs or have any interest in 
a pharmacy. He must in no way make a profit 
from medication he prescribes. How ridiculous 
can one be? Under such an interpretation, one 
does not dare hold stock in any of the well-known 
drug houses. 


TRADE MARKS AND REGISTRATION 
A FEW days ago, we received a strong letter 


from the Patent Counsellor of one of the 
large pharmaceutical manufacturing companies 
protesting the use of the trade-marked name of a 
drug in one of the articles in the February Jour- 
NAL. We have had several letters of this nature in 
the years past. When we know and recognize a 
trade-mark name in a paper submitted for pub- 
lication, we have been indicating it with a special 
mark (8) or by capitalizing. 

Some years ago, one of the big manufacturers 
sent us a list of their trade-mark names, several 
hundred in all. The list from this company the 
other day was one hundred and eighty-seven. 


We have no disposition in any way to contribute 
to loss of a manufacturer’s rights by mentioning 
names of articles and forgetting, but mostly not 
even knowing, that they are trade-marked. Our 
authors who contribute papers are not intention- 
ally conspiring against the manufacturer. 


We in the editorial office, as well as the proof 
readers at the printer’s office, do not have, and do 
not know of an all-inclusive listing of these trade- 
mark protections, nor do we have the list from 
any specific company except when an incident 
occurs as did in our February JOURNAL. 

If an all-inclusive master list of all trade-marked 
pharmaceuticals is available, we might use it even 
though an unusual burden would be imposed 
requiring that every drug name mentioned be com- 
pared with the list. If any of our authors or 
authors-to-be read this comment, will they please 
properly indicate the sign of registration ((@®)) in 
their writing? This would be a help to all editors, 
and the manufacturing pharmacists should be 
thankful. 


BEAUMONT MEMORIAL 


HOSE of us who have followed the action of 
several thousand members of the Michigan 
State Medical Society as reported in THE JOURNAL 
will be pleased and proud that these generous 
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donors have completed and given to the State of 
Michigan a lasting memorial commemorating the 
pioneering work in digestion. 


On June 2, 1822, a young doctor, William Beau- 
mont, M.D., who was attached to the military 
reservation on Mackinac Island, had an oppor- 
tunity presented to him. Like so many historic 
physicians, he finally took advantage of a chance 
to write his name in lasting medical history. 


For many years our medical people in Michi- 
gan had contemplated preserving this memorial. 
The project has now been accomplished and en- 
during preservation assured. The shrine will ulti- 
mately contain among the relics and equipment, a 
list of our members whose gifts made the restora- 
tion possible. We are sure those whose names are 
inscribed will feel pride in their accomplishment. 
The list is not yet closed. 


This act of certain members of the Michigan 
State Medical Society may have precipitated a 
movement which could rival the restoration at 
Williamsburg. There is enough historical back- 
ground in the Mackinac Island area to do so. 


The efforts so far accomnplished have now been 
officially recognized and made permanent. The 
Michigan Legislature, by joint resolution, has 
recognized this history-making gift to the people 
of Michigan. 


STATE OF MICHIGAN 
MICHIGAN LEGISLATURE 


Senate Concurrent Resolution No. 34 


Offered by Senators Perry W. Greene, Carlton H. Mor- 
ris, Haskell L. Nichols, Lewis G. Christman, Frank 
Andrews and Creighton R. Coleman 


(Representatives T. Jefferson Hoxie, Arnell Engstrom, 
Clayton Morrison and Harold Hungerford 
named co-sponsors) 


A CONCURRENT RESOLUTION IN RECOGNI- 
TION OF THE GIFT OF THE BEAUMONT ME- 
MORIAL ON MACKINAC ISLAND TO THE 
STATE OF MICHIGAN BY THE DOCTORS OF 
MEDICINE OF MICHIGAN ON JULY 17, 1954, 
SAID MEMORIAL HONORING A GREAT MED- 
ICAL PIONEER. WILLIAM BEAUMONT, M_LD., 
WHO BY HIS MEDICAL FINDINGS MADE A 
NOTEWORTHY CONTRIBUTION TO MICHIGAN 
AND TO THE UNITED STATES OF AMERICA. 


WHEREAS, On Mackinac Island in the retail store 
of the American Fur Trading Company, on June 6, 
1822, Alexis St. Martin, a French-Canadian voyageur, 
suffered an accidental gun shot wound which was imme- 
diately treated, but which left a permanent opening 
into his stomach through which William Beaumont, M.D.., 
was able to study stomach physiology; and 


WHEREAS, Dr. Beaumont made scientific report of 
his findings revealing the chemical nature of the diges- 
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tive processes, thereby laying the foundation of our 
knowledge of digestion; and 

WHEREAS, The findings of Dr. Beaumont have con- 
tributed to the welfare of humanity and have been ac- 
knowledged by the medical profession and the world of 
science; ahd 


WHEREAS, The Michigan State Medical Society in 
recognition of Dr. Beaumont—who was an_ honorary 
member of the Michigan Territorial Medical Society,, 
forerunner of the Michigan State Medical Society—organ- 
ized, financed by voluntary contributions of its member- 
ship, and successfully culminated the project of restoring 
the American Fur Trading Post on Mackinac Island and 
presented it to the people of Michigan; and 


WHEREAS, This Memorial was accepted on July 17, 
1954, by the Mackinac Island Park Commission en toto 
and in the person of W. F. Doyle, Resident Commission- 
er, who, himself, was a stimulating force in the develop- 
ment of this Memorial; now therefore be it 


RESOLVED BY THE SENATE (the House of Rep- 
resentatives concurring), That the members of the Mich- 
igan Legislature welcome this opportunity to recognize 
the contribution to the health and welfare of mankind 
made by Dr. William Beaumont, Michigan’s greatest med- 
ical pioneer, and expresses its appreciation to the doc- 
tors of medicine of Michigan in the form of their repre- 
sentative organization, the Michigan State Medical So- 
ciety, for this most appropriate gift to the people of our 
state; and be it further 


RESOLVED, That a copy of this resolution be trans- 
mitted to the Michigan State Medical Society; to Dr. 
Otto O. Beck, Chairman of the Beaumont Memorial 
Committee; to W. F. Doyle: and to the surviving mem- 
bers of Dr. Beaumont’s family. 


Adopted by the Senate, March 17, 1955. 
Adopted by the House, March 17, 1955. 


NorMAN E. PHILLEO 
Clerk of the House of Representatives. 


Frep I. CHASE 
Secretary of the Senate. 





INTESTINAL OBSTRUCTION AFTER 
GASTRIC SURGERY 


(Continued from Page 676) 
10. Quinn, W. F., and Gifford, J. H.: The syndrome 
of proximal jejunal loop obstruction following 


anterior gastric resection. California Med., 72:18- 
21 (Jan.) 1950. 


11. Richardson, J. E.: Chronic jejunal prolapse follow- 
ing gastroenterostomy. Brit. Jour. Surg., 40:47!- 
472 (March.) 1953. 


12. Stammers, F. A. R.: Small bowel obstructon follow- 
ing anticolic partial gastrectomy. British J. Surg., 
40:58-60 (July) 1952. 


13. West, J. P.: Obstruction of proximal jejunum fol- 
lowing gastric resection and anti-colic anastomosis. 


Surgery, 34:98-100 (July) 1953. 


14. Wolfler: Zentralbl. f. Chir. u. Grenzgeb., 8: 705, 
1881. 
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Medicine’s 
Unsolved 
Problem 


By Robert L. Novy, M.D. 


President of Michigan Medical Service 


; oe American people have had a good taste 

of voluntary prepayment and what they are 
saying about it is unmistakable. They like it. 
The way they have taken to it has already ex- 
ploded one of the pet early theories, that pre- 
payment is primarily a device for serving the 
needs of the low income groups. Everybody wants 
prepayment. Michigan’s Blue Cross and Blue 
Shield Plans today cover members of the State 
Bar Association and the Farm Bureau, top- 
bracket auto executives and assembly line 
workers, millionaires and dime-store clerks. 
Nation-wide it is estimated that 98 million 
people have some kind of surgical coverage and 
more than 100 million are covered for hospital 
expense. 

Government medicine is no longer an im- 
minent threat, but it must be added in the same 
breath that voluntary prepayment is no longer a 
defense mechanism. It has become a popular 
phenomenon on its own, a mighty big American 
reality, shaped by events in every phase of our 
lives and felt everywhere. A. L. Kirkpatrick, 
manager of the U. S. Chamber of Commerce 
insurance department, reported in the December, 
1954, issue of American Social Security that 
“About 900 insurance companies, in addition to 
all of the other various mechanisms, are now 
engaged in writing some of the health insurance 
coverages. The premiums paid for health insur- 
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ance now exceed $3 billion annually and the 
assets of the insurers run into many billions of 
dollars.” 


Outstrips Automobile Insurance 


“We are accustomed,” Kirkpatrick continues, 
“to think of the automobile industry as an out- 
standing example of the miracle of modern 
industrial development. But the growth of health 
insurance has outstripped the growth of automo- 
bile insurance both in volume and premiums, in 
its rate of growth and in the number and aggre- 
gate size of the insurers engaged in writing this 
protection.” 

Let me admit that these facts astonish me, 
even stagger me a little, although I am now in 
the middle of my thirteenth consecutive year as 
President of Michigan Medical Service and have 
seen the membership of the medically controlled 
plans grow from less than a million to their 
present 32,000,000. 

Looking back to 1942, when the life of 
Michigan Medical Service hung very much in the 
balance, and the commercial carriers were wait- 
ing for us doctors, in all our innocence, to do the 
pioneering work in this strange new field, my 
pride in what has been accomplished is no 
greater than my astonishment. 

“This development of modern health and 
accident insurance,” Kirkpatrick comments in 
the same article, “is the outcome of voluntary 
efforts in the best tradition of the American 
private enterprise system. It has not resulted 
from government sponsorship or compulsion.” 


The Unsolved Problem 


We doctors can be justly proud of the part we 
have played in this epic achievement. Yet one 
problem among many stands out in alarming 
relief. It is the problem of inadequate coverage. 
We know what inadequate coverage may mean 
in disappointment to the patient, in possible 
hardship, the worse because unexpected, for him 
and his family. We know how it can embitter 
physician-patient relations, and how it is doing 
precisely that each day of the week. To have 98 
million people covered for surgical expense is 
an achievement, to be sure. But the fact is that 
the coverage of millions of these people is inade- 
quate, and that in too many millions of cases it 
is pathetically inadequate. 

What is particularly bad is that the coverages 
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provided by many of our Blue Shield Plans are as 
inadequate and unrealistic as those of a large 
number of our commercial carriers. 

Our business is patients, not quantitative sta- 
tistics. Our measure of the job must be what it 
is doing for the individual who is our patient. 
Let us look at him. Can we expect the average 
lay citizen to know whether the coverage he is 
buying will prove adequate when he comes to 
use it? The answer being obvious, are we doing 
our job? 


Leaving it to the People 


Can we honestly expect the commercial 
carriers to do business in any other way than by 
taking the path of least resistance? The path of 
least resistance is simply selling the people what 
they think they want. And how are the people 
to know what they want from our extremely com- 
plex profession if we are silent? Or worse, if we 
allow our own plans to offer coverages that have 
little relationship to the realities of the cost of 
today’s medical and surgical services? 

There are those among us who are very much 
disturbed because the commercial carriers in the 
past five years have run circles around the Blue 
Shield Plans in the matter of enrollment. I for 
one am not too worried about this development. 
I see no compelling necessity for Blue Shield to 
worst the commercial carriers in competition. To 
me, as a practicing physician, Blue Shield is 
essentially the instrument through which I can 
hope to establish realistic and professionally 
responsive standards in medical coverage, and 
make them felt competitively. 


Role of Blue Shield 


Organized medicine in the U. S. has a formid- 
able instrument in Blue Shield for maintaining 
the balance of control in the surgical-medical 
prepayment field, for influencing the competitive 
quality and scope of all of the coverages, and for 
providing the people with an honest, objective 
and professionally realistic standard of coverage. 

This is the role I see for Blue Shield. I have 
no desire to see it become a monopoly, I want 
it to serve primarily as a powerful catalyst in the 
growth and development of prepayment. But 
this is not the role Blue Shield is playing now. 
We doctors have become complacent, and under 
the influence of our complacency so many of the 
Blue Shield Plans have become tight little clubs 
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of local smugness. Where the Blue Shield Pians 
should be catalysts, they show only stagnation. 


A Few Shortcomings 


Some of our Blue Shield Plans reflect this 
stagnation in four characteristic ways: 

e By refusing to increase benefits. 

e By an increasing indifference to the prin- 

ciple of service benefits. 

e By meeting all national challenges with a 

chip-shouldered leave-me-alone attitude. 

e By a fond preoccupation with quantitative 

statistics. 

Nor is it easy to expose and cope with these 
shortcomings, for their roots go back, unfortu- 
nately, to the very beginnings of Blue Shield. 

The Blue Shield Plans were established in the 
main because the doctors, subjected to various 
pressures, came to realize that they had to offer 
a voluntary program of prepaid medical care or 
face the alternative of government medicine. 
To most of the doctors it was a reluctant choice 
between two evils. They turned to Blue Shield 
as the lesser of the two, as simply the necessary 
evil. Here in Michigan, where the effort to estab- 
lish a prepaid medical plan caused considerable 
dissension in the ranks of the doctors, the divi- 
sion was between those who saw the hard un- 
pleasant necessity for the effort and those who 
saw it only as folly. None was enthusiastic. 


Necessary Evil 


This concept of Blue Shield as a necessary evil 
has persisted to this day. The first vears of Blue 
Shield brought their inevitable troubles. Learn- 
ing by the trial and error method proved a 
painful experience, in some cases embarrassing 
to the medical profession. Some of the unhappy 
results brought on a mood of stubborn caution. 

When things eased up a bit, and the plans 


‘began to grow and gain strength, the doctors 


relaxed in a defensive sort of a way, but the 
mood of caution remained, as did the concept of 
the necessary evil. 

Today it is obvious that prepayment is the 
shape of the medical economics of the future. 
Moreover, this future is traveling toward us in 
seven-league boots. Voluntary prepayment is 
offering the American people and the medical 
profession unlimited opportunities for financing 
the nation’s health needs on a scale never before 
imagined. 


JMSMS 









phen 
nom 
labo 
tions 
more 
to p 
peop 
doct 
by 1: 
wing 
prov 
than 

re 
doct 
and 
fessit 
deve 
will 
all 
nece 

D 
alre: 
sary 
wou 
tinu 
whil 
up 


mec 
mec 
end 
ages 


tow 
ther 
for. 
star 


que 
ling 


dec 
enr 


Juy 





ans 


his 


ive 


ese 
‘tu- 
‘Id. 
the 
DUS 
ter 

or 
ne. 
ice 
eld 
ary 
ab- 
ble 
iVi- 


vil 
lue 
rn- 
la 
ing 
>py 
on. 
ans 
‘ors 
the 
t of 


the 


The New Challenge 


Prepayment is no longer something for the 
doctors to sponsor or not to sponsor. It is here. 
As Kirkpatrick has pointed out, it is already 
a multi-billion dollar business, growing at a 
phenomenal rate even for an American phe- 
nomenon, with billions in reserve. Employers, 
labor unions, trade associations, farm organiza- 
tions, are raising and putting aside more and 
more hundreds of millions of dollars each year 
to provide coverage for increasing millions of 
people, without so much as consulting the 
doctors. Independent plans, largely sponsored 
by labor unions that represent the extreme left 
wing of opposition to organized medicine, already 
provide surgical and medical coverage for more 
than five million people. 

This is prepayment 1955. It is time that we 
doctors abandoned the attitudes of the 1930's 
and 1940’s. It is imperative that the medical pro- 
fession step in vigorously in today’s prepayment 
developments to make its influence felt. This we 
will be unable to do until we bury once and for 
all the antiquated concept of Blue Shield as a 
necessary evil. 

Developments in the prepayment field have 
already moved dangerously away from the neces- 
sary influences of the medical profession. It 
would be nothing but folly on our part to con- 
tinue nursing our complacency and smugness 
while the billions in premiums and reserves build 
up a power beyond our control. 


Looking Ahead 


The medical profession needs a program: 

1. We must set for ourselves the clear objective 
of getting the balance of control in the surgical- 
medical prepayment field into the hands of the 
medically controlled plans, and achieving this 
end through the development of quality cover- 
ages of the highest professional standard. 

2. We must completely reappraise our attitude 
toward the Blue Shield Plans, and recognize 
them for what they are—our only effective means 
for making the professional view and professional 
standards felt on the competitive market. 

3. We must stop bemusing ourselves with 
quantitative statistics and get our thinking in 
line with the realities of the situation. 

The prepayment movement has assumed a 
decided national pattern. It is on the national 
enrollment front that we are weakest, too, and 
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primarily because of the local smugness of so 
many of our Blue Shield Plans. Our large manu- 
facturing and transportation industries, our 
chain stores and the many other nation-wide 
enterprises, are tending more and more to cover 
their employees with national contracts. Also 
within the labor unions enrollment decisions 
and enrollment planning have tended to move 
more and more to the level of the internationals. 


The Major Handicaps 


The following are the major handicaps that 
have hamstrung the Blue Shield Plans, and 
which one must add they can scarcely hope to 
overcome without the positive backing of the 
medical profession: 

A. Too few of the Blue Shield Plans are real 
service plans. Management and labor see only 
the disadvantages in negotiating contracts on 
the national level with a dozen different indem- 
nity plans—although they call themselves Blue 
Shield—when a commercial carrier can do the 
whole job with a single indemnity contract. 

There is no getting away from the fact that to 
management and labor union officials, as well as 
to the average citizen, real service benefits are 
the distinguishing mark of the medically con- 
trolled plans and spell out the advantages of pro- 
fessional sponsorship. Nor have the doctors any 
other way of imposing professional standards on 
their coverages than by underwriting services 
rather than dollars. 

A Blue Shield Plan that is not a real service 
plan turns out to be neither fish nor fowl in the 
national enrollment picture. 

B. The Blue Shield Plans that offer service 
benefits are still too addicted to unrealistic 
income limits, which in too many cases destroy 
the advantages offered by the service benefits. 

C. Unlike the Blue Cross Plans, the Blue 
Shield Plans have not as yet developed the neces- 
sary national mechanics for working out uniform 
benefits for the national accounts that desire 
them. 

National accounts generally want uniform 
benefits for all of their employees. The unions 
are even more disinclined than management to 
offer their members a motley of benefits, differ- 
ing from state to state, often from city to city. 

It is not my suggestion that the Blue Shield 
Plans should all adopt uniform fee schedules and 
uniform rates for their total operations. Nothing 
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in my estimation would be more unrealistic. 
What is proposed is that the Blue Shield Plans 
adjust themselves to the necessities of cooperat- 
ing with other plans in the development of pro- 
grams for national accounts that call for uniform 
benefits. 
Need for Action 

If the medical profession will take the neces- 
sary steps to eliminate the three handicaps I have 
described the Blue Shield Plans will then find 
themselves in a position of influence in the 
national enrollment area, that is the area in 
which our economy is making its major adjust- 
ments to prepayment. Unless this is done, unless 
we make it possible for the Blue Shield Plans to 
strike a practical balance between their responsi- 
bilities to their local communities and their 
function in serving the needs of the national 
economy, it is very much my fear that most of 
them will shortly become mere anachronisms. 

Should the latter happen, organized medicine 
will suffer what may well turn out to be a dis- 
astrous defeat. The distinguishing mark of 
American medicine is the almost undivided 
responsibility the profession has in determining 
the standards and the direction of its own prac- 
tice, This has been the source of its dynamics and 
its vitality, from which the people have derived 
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such large benefits. It is this tradition of un- 
divided responsibility that is now at stake. 

It is at stake because unless organized medi- 
cine can now reveal the vigor and vision to 
extend its concept of professional responsibility 
into the prepayment field, it faces the real danger 
of becoming the pawn of those who control the 
rapidly accumulating billions going into pre- 
payment. We doctors cannot regulate prepay- 
ment through legislation, for that would be 
compounding the danger. We cannot hope to 
influence it with professional advice. Under our 
system we can be an influence to be reckoned 
with only if we make our ideas and our standards 
competitively significant in the process that is 
shaping medical prepayment. 

Power is not my thesis, but professional realism 
before this tremendously important new social 
development. It would be a social tragedy if in 
this hour, when the American people are spend- 
ing increasing billions to secure for themselves 
the benefits of our services, that they were to be 
left to build their prepayment program in a 
medical vacuum. 

This is what is beginning to happen and un- 
less we doctors rid ourselves of our 1930 pre- 
conceptions and our 1940 attitudes, this may well 
happen with a swift and irreversible finality. 








Name Hired Left MHS 
Block, L. F. 5-16-50 PT 1-22-54 
Mody, R. W. 10-22-45 8-29-52 
Cheney, Jean (Mrs.) 11-11-46 7-24-53 
Jensen, M. L. 4-14-49 7-31-53 
Cavanaugh, W. H. 10-15-51 7-24-53 
Cruse, W. H. 1-16-47 4-23-53 
Hersey, L. G. 7-13-39 9- 1-49 
Kruger, E. O. 10- 1-46 6-23-54 
Mannix, John R. 2-15-39 6-30-44 
Ramige, G. W. 10-15-41 7-15-44 
Skelley, W. R. 7- 9-46 1-28-49 
Brown, James C. 1-28-46 1-15-49 
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FORMER MICHIGAN HOSPITAL SERVICE EMPLOYES NOW WITH OTHER 
BLUE CROSS SERVICES 







Present Position 
Manager, Public Relations Division, Blue Cross- 
Blue Shield Commissions, Chicago, Illinois 
Assistant Director, Blue Cross Commission, 
Chicago, Illinois 
Statistician. United Medical Service (Blue 
Shield) New York 
Sales Service 
Health Service, Inc., and (BC) 
Medical Indemnity of America, Inc. (BS) 
Chicago, Illinois 
Hospital Council of Southern California, Los 
Angeles, California 
Hospital Accounting Consultant (BC) 
Oakland, California 
Executive Director, Blue Cross-Blue Shield, 
Salt Lake City, Utah 
Hospital Council of Southern California, Los 
Angeles, California 
Director of Blue Cross, Cleveland, Ohio 
Comptroller, Blue Cross, Indianapolis, Indiana 
Comptroller, Blue Cross, Denver, Colorado 
Actuary, Blue Cross District XI, serving Los 
Angeles, Portland, Oakland, Seattle, Boise and 
Salt Lake City. 
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Nationalism 
versus 


Provincialism 


By Lewis G. Hersey 
Salt Lake City, Utah 


Actually, I was asked to speak on “National- 
ism,” however, I am inclined to believe that a 
paper solely on Nationalism without some discus- 
sion of provincialism with respect to our mutually 
common problem would be amiss on the 21st day 
of March, 1955, which can well go down in the 
history of Blue Cross and Blue Shield Plans as 
the day of decision. 

In fairness to all of us in attendance at this 
meeting, whether we be Directors of Plans, elected 
officers of Plans, Trustees or Directors of Boards 
or just interested hospital administrators or prac- 
ticing physicians, perhaps we should draw our 
ground rules with respect to a definition of our 
subject. According to Webster, Nationalism may 
be defined to be “devotion to, or advocacy of, 
national interests or national unity.” In contrast 
with that definition of Nationalism, Webster has 
this to say about Provincialism, namely, “that 
which is characteristic of a province, a certain 
narrowness, illiberality, or lack of polish or en- 
lightment—a district remote from the mother 
country or from the metropolis.” After hearing 
the definition of Provincialism, I am sure that 
most of you must realize why someone from the 
State of Utah was asked to speak on this subject. 

Utah is one of the newer states in the Union, 
reaching statehood in 1896—only fifty-eight years 
old; one of an area of 84,916 square miles with 
a population of 730,000—less than ten persons per 
square mile. With this situation, we should have 
some provincial characteristics and we are frank 
to admit our Blue Cross-Blue Shield philosophy 


, Mr. Hersey, Executive Director of B!ue Cross-Rlue 
hield in Utah, was formerly associated with Blue 
Cross-Blue Shield in Michigan. 


. Presented at the Annual Conference of Blue Cross- 
lue Shield Plans, Chicago, Illinois, March 21, 1955 
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in the past was most provincial—but today we 
do have a national viewpoint with respect to Blue 
Cross and Blue Shield. 

Keeping these two differences in mind, I should 
like to review from my own memory and experi- 
ence certain highlights or mileposts in the growth 
of this great, much copied movement. There are 
some in this room that can well remember in the 
beginning of their particular Plan, be it Blue 
Cross or Blue Shield, that it was definitely the 
leader in their particular area. Why was it a 
leader? Because it had a new philosophy which 
had tremendous public appeal. For the first 
time in many areas, prepaid coverage through 
your Plan was providing equal benefits for the 
spouse and eligible dependent children. Insurance 
companies prior to the birth of your Plan were 
only interested in the employed male because 
that risk provided the insurance company with a 
guaranteed margin of profit. Your Plan also 
probably covered children from birth, a complete 
innovation to later insurance company practice 
which perhaps covered children after ninety days 
of age, possibly after thirty days of age. Most 
Blue Cross Plans started with the magic number 
21 as the limit of number of days. There was no 
magic about it, but it was a known fact that 98 
per cent of all hospital cases never went beyond 
twenty-one days. For the first time, Blue Cross of- 
fered service benefits—such as they were, instead of 
a limited number of dollars toward the ancillary 
services necessary in hospital care. Blue Shield 
also offered service benefits for surgical procedures 
—an unheard of approach except for those com- 
paratively few people in the country who may 
have enjoyed service benefits offered or maybe one 
or two doctors under contract by their employer. 
Blue Shield, therefore, offered free choice of phy- 
sician, enhancing the inherent pride of every 
American to choose his own doctor and thus also 
protecting the private practice of medicine. 
Enough for the basic difference in philosophy— 
service as against cash indemnity. Unfortunately, 
a few Blue Cross Plans had too many initial con- 
tract benefits on a restricted service or on an 
indemnity basis, most of which have been changed. 

Similarly, and for what reason I'll never 
know, certain medically sponsored Plans did not 
establish a Blue Shield Plan as we know it, on a 
service-benefit basis, but merely set up an insur- 
ance company on a limited indemnity basis. Why 
any group of doctors would ever go into the 
insurance business in competition with one of 
the biggest over-all industries in the world, I'll 
never know, because it offered nothing new aside 
from perhaps equal cash allowances for depend- 
ents and the privilege of continuation of the cov- 
erage when the subscriber left his place of em- 
ployment, in addition to making payment directly 
to the doctor. The foregoing definitely falls into 
the category of provincialism, or perhaps you 
would rather I would say local autonomy. For 
a number of years, this method of operation 
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prospered; more people were served and the great 
American public was awakened to the fact that 
prepaid hospital and professional care was here 
to stay. The great telephone industry had its 
beginning in much the same manner. Years ago, 
I dare say, there were hundreds of local telephone 
companies in this country, each with varying 
equipment, varying rates and with varying limits 
as to the service afforded their subscribing cus- 
tomers. With the development of new equip- 
ment, however, what used to be a marvelous 
thing of being able to talk to another person 
across town became common place when it was 
possible to talk to persons hundreds, yes, even 
thousands of miles away. For the telephone in- 
dustry to accomplish this amazing feat was not 
an easy one. There had to be standardization 
and there had to be uniformity of certain types 
of equipment, and there had to be much giving 
and taking on the part of undividual telephone 
companies, and had that not occurred, today the 
telephone on your desk would be a very limited 
means of communication in this modern world. 

In the development of Blue Cross and Blue 
Shield, generally speaking, Blue Cross was the 
first Plan in a given community primarily be- 
cause it was much easier to organize a small group 
of hospital administrators who served a large 
number of the public than it was to organize 
the number of doctors serving that same number 
of the general public. Again, hospitals had a 
number of common problems whereas physicians 
traditionally have successfully maintained a posi- 
tion of definite independence. Therefore, the 
hospital Plan was started and it was soon found 
that a surgical Plan was needed to better serve 
the community and for Blue Cross to grow, so 
that in most areas, Blue Cross preceded Blue 
Shield. The notable exception to this was in the 
Pacific Northwest where for years large and small 
timber companies had owned a hospital and had 
engaged the services of a physician to provide 
the necessary treatment for the employe. In most 
instances this eventually was extended to cover 
the employe’s dependents. After a number of 
years, the doctors so engaged in such practice 
found that the employer was dictating, not only 
the doctor’s practice, but his fees or income as 
well. The doctors took the position that they 
could be of more service to the community and 
have more freedom in their profession if they 
themselves set up the plan for prepayment, allow- 
ing the same timber companies and others to pay 
a fixed fee in order to provide their services to 
the subscribers, so that in this area the doctor- 
sponsored plans preceded the formation of Blue 
Cross or hospital service plans as we know them 
today. 

While in this area of the country I would be 
remiss if I did not point out to the representatives 
of Plans from other areas that while the multi- 
plicity of medical bureaus in Washington and 
Oregon may sound like provincialism, these same 
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plans have recently established a pattern which 
all Blue Shield Plans should consider as a work- 
able solution toward nationalism in this business, 
For example: one of our subscribers is out of our 
area—but is in Oregon. He requires the services 
of an Oregon doctor, who never heard of our 
Plan, but who is quite familiar with the Oregon 
Physicians’ Service. The doctor reports the case 
to Oregon Physicians’ Service. They in turn ad- 
vise our office of the case and at the same time 
advise us what fee they would normally pay for 
the service. We confirm liability and forward 
our check to OPS for delivery to their participat- 
ing physician in an amount their physician is 
accustomed to receiving for similar services. Why 
do this? It is a start toward making a service 
Plan—one of real service—despite limits of state 
or area boundaries. It is good for the doctor— 
and good for the subscriber—and automatically 
buys good public relations at no additional cost. 
What can be done in this area I believe can be 
worked out on a nationwide basis if—Blue Shield 
can be truly a service Plan—rather than cash 
indemnity. 

As Blue Cross and Blue Shield Plans were 
started in many areas, the services of both Plans 
were merchandised to Johnny Q Public as one 
program, or at least as two companion programs. 
In some areas there are two governing Boards, 
one for each side of the program, each having 
their own Executive Director. In other areas, two 
Plans each with a governing Board, will have 
but one Executive Director, and there are areas 
where there are two Plans, but one Board, with 
one Executive Director. In some areas the two 
Plans operate entirely independently from the 
standpoint of relationship to each other, but each 
sells its services to a common prospect. Finally, 
we have those areas where the doctors’ plan sells 
doctors’ services on a service basis and hospital 
benefits on an indemnity basis. In the same area, 
the Blue Cross Plan sells hospital services on a 
service basis and professional services on an in- 
demnity basis. In these same areas, these two 
Plans are competing with one another—ultimately 
confusing the public in many instances. The 
prime shadow that has fallen across our path 
of progress nationally with respect to joint opera- 


tion has been the unfortunate human equation 


which permitted a difference in personalities to 
blossom to a difference in philosophy to the point 
that a Blue Shield and a Blue Cross Plan decided 
to go their own separate ways. I need not com- 
ment on the areas where this has occurred; how- 
ever, I say without fear of contradiction, that 
everyone lost by reason of it, most importantly, 
the public, and secondly, each individual Plan so 
involved, and finally all other Plans, the degree 
of harm depending upon the proximity of your 
Plan to the scene of the fire. It breeds many 
questions, not only in the minds of subscribers— 
but creates suspicion with potential groups. Think 
not for one minute that commercial insurance 
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companies did not capitalize on such situations— 
brought about by tragic short-sighted thinking. If 
you doubt this, get the figures—and they will 
speak for themselves. Blue Cross-Blue Shield 
lost—and the commercial insurance companies 
gained. Fortunately this situation was provincial 
rather than national. The foregoing is not news 
to many people in this room, but in my opinion 
is necessary to provide part of our stage setting 
in this hour of decision. 

After a few years of operation it became quite 
evident that our future growth in the field of 
service to more people was definitely limited as 
we could not provide a common denominator 
for those national accounts, which in this busi- 
ness is uniformity of coverage although not neces- 
sarily uniformity of rates—rates are academic. 
The executives of national accounts—and labor 
unions, national in scope, have no concern for 
the limited area served by each of our Plans. 
Let’s take something tangible such as an automo- 
bile. Can you imagine for one minute the pur- 
chasing agent of Proctor and Gamble wanting 
to place a fleet order with one of the major auto- 
mobile manufacturers for a specified type of panel 
truck to be painted black and white, with a V-8 
type engine, automatic transmission, taxicab-type 
springs, and tires of a specific size. Then im- 
agine the automobile manufacturer in discussing 
the potential order tells Proctor and Gamble that 
for sake of economy they will be glad to make 
delivery from eight assembly plants throughout 
the country, but that in California they have no 
black or white paint, so the panel trucks will be 
painted red; that from Atlanta assembly plant 
the cars will be delivered with a straight 6 cyl- 
inder motor—in Kansas City the cars will have 
standard transmissions, in Seattle, standard springs 
and in Utah there is a real problem—there the 
cars will be delivered with no tires at all—Gentle- 
men—right there is where the “nuts came off 
the buggy.” I am sure that the purchasing agent 
of Proctor and Gamble would quickly seek a new 
supplier for a thousand automobiles. The buyer 
in this instance wants uniformity—he has to keep 
cost figures—he wants uniformity of equipment 
for a given job. He is the buyer—and as such 
is in the position to dictate the specifications of 
the product he is interested in purchasing. In 
this business of ours many national employers 
and nationwide unions not only seek, but demand 
uniformity of coverage for their personnel whether 
they are located in New York, Chicago, or the 
Pacific coast, and I need not mention one ex- 
ample—for you each have one of your own. We 
established a vehicle to provide such potential 
groups with this. uniformity known as Health 
Service and Medical Indemnity, and while on 
the hospital side of the picture such uniformity 
can he offered, but on the professional side we 
fall quite short of being able to do the job as well 
—because it is indemnity—and a number of Blue 
Shield Plans are unable or unwilling to “take off” 
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such underwriting in their areas. With limited 
capital and surplus—our vehicle is brought almost 
to a standstill. 

At this point, at the risk of being severely 
censured, I wish to express an opinion for what 
it is worth. Some may think it is idealistic and 
that it will only be possible with the millennium. 
Others will believe it is not necessary, but I wish 
to take the position that it is necessary and can 
and must be accomplished if our great movement 
is to progress at the pace it well deserves, I 
maintain that no Blue Shield Plan has any reason 
for being in operation unless it is on a service 
basis. To operate otherwise is to merely mimic 
the insurance industry, be a “me too” business— 
instead of the leader. It is essential in the first 
place because the medical profession itself is the 
only means which can provide service benefits to 
the public, and Blue Shield is but an arm of the 
profession. Opponents to this idea, be they doc- 
tors of medicine, Board members, or Plan direc- 
tors, must realize that there has to be a will to 
succeed in this matter or it never can come to 
pass. To make it possible for it to come to pass, 
doctors must be paid a realistic fee and not be 
asked to subsidize the Plan beyond the initial 
period of such transition. Service benefits are 
what the public wants, and, make no mistake, 
what the public wants it usually obtains. If we 
are not able to provide service benefits, I am 
sure that there are those in politics who could 
dream up a service benefit plan over which you 
or I or the practicing physician would have no 
voice or control. If this can be accomplished 
rapidly enough we will then have established a 
sufficient common denominator to be compatible 
with the common denominator on the Blue Cross 
side, such common denominator being available 
by uniform contracts, Health Service, or the well 
known syndicate. Obviously the fee schedules 
of the numerous Plans need not be identical, but 
should be acceptable to the medical profession in 
their particular community. Briefly, if all Blue 
Shield Plans could see this picture on the horizon 
of perhaps a dual program with a dual fee sched- 
ule and dual rates, one perhaps with a family 
income ceiling of $3,500.00 to $5,000.00, and the 
other with, say, $6,000.00 or $7,500.00, this, 
coupled with a broad Blue Cross base, would 
afford every national group with a program it 
would be difficult for them to avoid. Right now 
we in Utah even have an experimental group 
with a service income ceiling of $10,000.00. The 
public would be eager for it, organized labor 
would demand it, and the national employer 
would, I am sure, accept such a combined and 
wide service as unique. Sure, this idea is ideal- 
istic, but unless we make a determined effort to 
achieve this goal it will never be accomplished. 

You will pardon this reference to our own situ- 
ation. With all due respect to members of my two 
Boards in attendance here today, and like due re- 
spect to their predecessors, I am sure that they will 
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agree that the situation in Utah six years ago was 
definitely provincial in character. Why shouldn’t 
the Boards have been provincial and thus, the 
Plans be provincial, when the words “local auton- 
omy” were taken too literally—too often. Ladies 
and Gentlemen, we had our problem in Utah. We 
had one product to sell and it was a case of the 
buyer taking that one or he bought from someone 
else. Today we have a multiplicity of contracts 
and if an employer or labor group does not find 
the product that they want currently on our 
shelves, we make certain that we promptly develop 
a product which embraces the benefits he wants, 
at a realistic price, of course. I dare say that had 
I not lead with my chin with both my Boards, 
we today might still be writing one, or possibly 
two contracts and seeing a lot of business go else- 
where. Define the national common denominator 
on a service basis—and we will get aboard. Our 
rate of growth is not phenomenal, but it is sound 
and steady. Many other Plans have seen fit to 
become public conscious and have similarly devel- 
oped several patterns for sale. They, too, can get 
aboard quickly. Unfortunately, there are other 
areas in which I am inclined to believe that the 
Executive Director has not taken a position of 
leadership with his Board telling them the facts 
of life about national accounts and thus we do 
not have as much uniformity available for nation- 
al accounts. Far be it for me to suggest that each 
Plan rewrite all of their local business under a 
uniform type of national contract, but I do say 
that every Plan should have a contract available 
that will meet the requirement for sale nationally. 
I know of no manufacturer today who is making 
but one product who would not be willing to vary 
the product sufficiently if such a modified product 
could be sold to buyers he at present cannot reach. 
If there be such manufacturers, I must state that 
they are provincial in nature. 


I am sure that there are many in this room who 
have attended previous national conferences or 
especially called national meetings to meet a sit- 
uation of a national account. At such meetings 
a poll is taken to determine whether or not indi- 
vidual Plans can comply or accede to modifica- 
tions necessary to make the national account work. 
Much lip service is given. There are precious few 


negative positions indicated, but when the chips 


are down, it is found that there are big holes in 
the national pattern so that the national account 
loses interest in Blue Cross-Blue Shield in favor of 
a carrier which is not confronted with provincial- 
ism and short thinking. I am inclined to believe 
that individual Boards of Directors or Trustees 
and Members of State Medical Associations could 
be sold the virtues and advantages that will inure 
to them individually and to the profession at large 
by adopting the service principle. Little did I 
think in 1940 or *41 when I was given the oppor- 
tunity to attend a national meeting of Blue Cross 
in Chicago at the Palmer House on this very sub- 
ject when the crux of the problem at that time 
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was uniformity of benefits, uniformity of rate 
being purely a secondary and academic question, 
that some 15 years later I would find myself ad- 
dressing a similar gathering with the problem 
more acute and still yet unsolved—so it is not 
new. It must be solved at this Conference. Sure. 
ly no one in this room, including myself, has any 
idea of destroying local autonomy of any Blue 
Cross-Blue Shield Plan, but there are many of us 
in this room, I am sure, who feel that local au- 
tonomy must be amended sufficiently to provide 
ways and means of offering our service collectively 
to national accounts. I need not repeat why the 
non-operating employes of the major railroads did 
not choose Blue Cross and Blue Shield. Obvi- 
ously, there was no single reason why, but there 
were some reasons which could have been avoided 
or at least lessened by some giving and taking 
on the part of Blue Shield and Blue Cross Plans. 


My hat is off to those many persons on the s0- 
called task force who worked their hearts out in 
this particular instance and in many other in- 
stances only to find that what they wanted to 
sell and could have sold, just was not available. | 
ask you, Ladies and Gentlemen, is this progress 
or is this stagnation? Is it nationalism or pro- 
vincialism? While I have a number of friends 
with General Motors and with Ford Motor Con- 
pany, I am sure they will forgive me for what 
I am about to say, but it is apropos to our situa- 
tion. Ford Motor Company led the field for many 
years then Chevrolet took first position for another 
number of years. Each of you read recently 
where Ford Motor outsold Chevrolet. Was that 
an easy task? I know nothing about the manv- 
facture or sale of automobiles but I will guaran- 
tee you that every person on the Ford payroll had 
that objective in mind, and now the shoe will 
be on the other foot—watch Chevrolet next year. 
In our business we were once the leaders where 
we rightfully belong. Are we to regain that lead- 
ership, or are we to die on the vine? Discussion 
in the bar or in your individual suites will not 
produce the type of program necessary to do the 
job, but you Executive Directors and you Board 
members must return to your respective Boards 
and shake off any ideas of false security under 
which your Plan may be laboring, namely, that 
what you are presently offering is good enough 
for national accounts. Personalities, in my opin- 
ion, have no place in this business when they stand 
in the way of progress, and for my own Board 
members here, that goes for Utah as well. This 
movement is bigger than any individual or small 
group of individuals. The movement in general 
was born of necessity. It has prospered; it has 
become a household byword and, Ladies and Gen- 
tlemen, we would be derelict in our duty to the 
American people, the American Medical Associa 
tion and the American hospital system if we allow 
anything to stand in the path of progress. You 
have all heard the quotation or motto, “the diff- 

(Continued on Page 716) 


JMSMS 








rate 
stion, 
f ad- 
‘blem 
; Not 
Sure- 
S any 
Blue 
of us 
l au- 
Ovide 
tively 
y the 
ls did 
Obvi- 
there 
oided 
aking 
Jans 
1€ s0- 
ut in 
r in- 
ad to 
le. I 
STESS 

pro- 
‘ends 
Com- 
what 
situa- 
many 
other 
‘ently 
; that 
lanu- 
aran- 
1 had 
> will 
year. 
where 
lead- 
ission 
1 not 
o the 
Board 
oards 
under 
- that 
rough 
opin- 
stand 
Board 
This 
small 
sneral 
it has 
Gen- 
o the 
socla 
allow 

You 


_ diffi- 


MSMS 








John W. Castellucci 
Assumes New Duties 


John W. Castellucci, well known to doctors 
throughout Michigan as Assistant Director of 
Michigan Medical Service in charge of Profes- 
sional Relations, has assumed his duties as Execu- 
tive Director of the Blue Shield Commission: in 
Chicago. 

Castellucci’s twelve years of vigorous associa- 
tion with Michigan Medical Service were marked 
by his complete understanding of doctors’ prob- 
lems, and his constant recognition that Blue Shield 
progress depended on its originators, the doctors. 

As the energetic force which brought interpre- 
tation of Blue Shield to every doctor in Michigan 
through the MMS Professional Relations Depart- 
ment, Castellucci also was one of those responsible 
for the Michigan Veteran’s Home-Town Care 
Plan, which set the pace and pattern for service- 
connected veterans care for the entire country. 

Castellucci joined Michigan Medical Service in 
1943 and was assigned to the Claims Department. 
He soon saw that much of the difficulty of process- 
ing doctors’ reports could be eliminated if all the 
doctors thoroughly understood Blue Shield, their 
own Plan. 

It was then that the Professional Relations De- 
partment was expanded. Doctors were contacted 
individually for their ideas, as well as for their 
lurther understanding of Blue Shield procedure. 
From these personal interviews came helpful in- 
formation which Blue Shield absorbed to alter, 
simplify and modify procedures necessary to carry 
out the Plan to offer the greatest benefit to doc- 
tors and subscribers. 

Just as the Professional Relations program be- 
gan to gain ground another related problem de- 
veloped in 1945. Veterans of World War II were 
returning to their homes, many of them with 
servicc-connected disabilities. The veterans wanted 
Care trom their own family doctors and the ‘Michi- 
gan State Medical Society and Blue Shield wanted 
'o serve them. From this need of the veterans 
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and determination of Michigan doctors evolved 
the Michigan Veterans Care Plan, winning ap- 
proval from the Veterans Administration as the 
most logical method presented to handle the tre- 
mendous problem. 


Castellucci, a member of the committee which 
went to Washington to present the Michigan Vet- 
erans Plan, had the task of reducing to a minimum 
the required government paperwork and red tape. 
He not only succeeded in reducing the forms 
which doctors had been required to fill out from 
eight pages to one, but pushed the simplified 
form through for approval by the Veterans Ad- 
ministration. 


With the Veterans Plan underway, Castellucci 
returned to his Professional Relations work, only 
to be called to the Blue Shield Commission in 
Chicago in 1947 as an Assistant Director, dividing 
his time between Commission duties and Michi- 
gan Medical Service. This added task, however, 
was an extension of his Professional Relations 
work, since its success in Michigan had brought 
interested queries from other Blue Shield Plans 
across the country. 

Castellucci continued his work in Michigan with 
the Veterans Care program and Professional Re- 
lations, however, while he traveled extensively ex- 
plaining the MMS Professional Relations program 
to other Blue Shield Plans. The result was that 


. many Plans adopted the Professional. Relations 


procedure as developed in Michigan, and Cas- 
tellucci’s manual for Professional Relations soon 
became a nation-wide guide for Blue Shield. 

Castellucci returned to Michigan ‘Medical 
Service on a full-time basis in July, 1951 to ex- 
pand the work of the Professional Relations pro- 
gram, which had developed from a one-man 
operation to one requiring 12 field representatives 
covering the entire state. 

Born in Boston in 1906, Castellucci spent his 
earliest childhood in Portland, Maine, moving with 
his family to Detroit when he was of high school 
age. Prior to that time, he had won a musical 
scholarship to Manlius Military Academy near 
Syracuse, N. Y., and upon his arrival in Detroit 
began playing professionally while a student at 
Eastern High School. An accomplished violinist, 
he also played guitar, banjo and French horn 
with orchestras in Detroit. 

Entering pre-medical school at College of City 
of Detroit (now Wayne University) in 1925, he 
decided after two years to travel abroad. He 
spent a year in Paris, returning to the University 
of Detroit to help produce the school’s first musi- 
cal. He then decided to study law at Detroit 
College of Law. 

He had already been working since 1931 for 
the City of Detroit as special investigator of fraud 
cases for the Hospital Investigation Bureau, and, 
since two brothers were lawyers, he never prac- 
ticed law. But, he could not stay away from 
music. He organized and directed an 85 piece 
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symphony orchestra for the American Legion 
Washington Post and directed the Highland Park 
Symphony for two seasons. 


In his spare time he set up a summer music 
camp near Pontiac, raising money, borrowing 
Detroit Street Railway buses, Army tents and even 
an Army cook to give 80 children a musical vaca- 
tion for two summers. 


Shortly after Pearl Harbor, Castellucci volun- 
teered for the Army. He was injured during his 
officer candidate training and was discharged in 
June, 1943 with the rank of corporal. Two months 
later he joined Blue Shield. 


As Castellucci has contributed his knowledge 
and experience gained with Michigan Medical 
Service to other Plans across the country, several 
other MMS associates have also left Michigan to 
service Blue Shield elsewhere. Among them are 
Charles H. Coghlan, Kenneth E. Trim, Lynn A. 
Doctor and Leonard J. Raider, M.D. 


Charles Coghlan is now Executive Vice-Presi- 
dent of Ohio Medical Indemnity (Ohio Blue 
Shield), having served with Michigan (Medical 
Service from 1940 to 1945, first as a claims ex- 
aminer and later as Manager of the Professional 
Relations Department. Currently, he is also a 
member of the Blue Shield Commission and is 
Resident Vice-President of Medical Indemnity of 
America. 


Kenneth Trim, now Assistant Executive Di- 
rector of Blue Cross-Blue Shield of Alabama, 
joined the Professional Relations Department of 
MMS in January, 1946, serving the southwestern 
part of Michigan, with headquarters in Grand 
Rapids. Prior to that time he spent four years as 
a District Manager at Battle Creek for Michi- 
gan Blue Cross. He left Michigan Medical Serv- 
ice in October, 1950 to co-ordinate the physicians 
relations program for the Blue Shield Commis- 
sion. 


Lynn Doctor, who joined Michigan Medical 
Service in December, 1945 as statistician, left 
MMS in February, 1948 to serve in the same ca- 
pacity with the Blue Shield Commission. He is. 
now Vice-President in charge of Statistics and 
Underwriting for United Medical Services, Inc. 
(Blue Shield), of New York, serving seventeen 
counties, including New York City. 


Dr. Leonard Raider joined Michigan Medical 
Service as Assistant Medical Director in 1949 
when he was discharged from the U. S. Navy 
Medical Corps. He left MMS in 1950 to become 
Chief Medical Claims Examiner of United Medi- 
cal Services, Inc. (Blue Shield), of New York, 
where he is now Vice-President in charge of 
Claims and Professional Relations. 


716 


JOHN W. CASTELLUCCI ASSUMES NEW DUTIES 





NATIONALISM VS. PROVINCIALISM 
(Continued from Page 714) 


cult we do right away; the impossible takes us q 
little longer.” I ask you, now that the difficylt 
is a reality, are we not this very moment facing 
the impossible? Maybe the obstacle in your area 
is one of a legal nature; maybe it is an ingrown 
philosophy that must be changed. Maybe it js 
Plan management. Whatever it may be, every 
one of us here must accept the challenge and 
hasten the solution in this hour of decision. 
In conclusion, I repeat the definition of nation. 
alism, “devotion to, or advocacy of, national in- 
terests of national unity,” and I implore each of 
you to determine here and now that you will 
take the necessary steps with your governing 
Boards to at least provide the necessary common 
denominator to make national enrollment a reality 
instead of the ever present insurmountable prob- 
lem that it is, with what we have to offer today. 





HIGHLIGHTS OF THE COUNCIL 
(Continued from Page 644) 


waukee, February 24-26, was received with 
thanks and referred to Editor Haughey for in- 
sertion in JMSMS. 


* G. B. Saltonstall, M.D., Charlevoix, was ap- 
pointed as MSMS representative to attend the 
Annual Session of the State Medical Society of 
Wisconsin, Milwaukee, May 3, 4 and 5; Ralph 
W. Shook, M.D., Kalamazoo, was appointed as 
official representative to the Georgia State Medi- 
cal Association Annual Session, May 3, 4 and 3. 


Legal Counsel J. Joseph Herbert reported on 
several matters including (a) suit of Wm. A. 
Kopprasch, M.D., vs. MSMS et al, (b)_preser- 
vation of books in the Beaumont Memorial 
through help of the University of Michigan; 
(c) ‘privilege communication status of physi- 
cians’ records; (d) on a number of legislative 
bills now in the Michigan Legislature of in- 
.terest to the medical profession. 


° J. S. DeTar, M.D., Milan, was congratulated 
on being chosen as President Elect of the Ameri- 
can Academy of General Practice March 30 
in Los Angeles. 





TIMES HAVE CHANGED 


A speaker reported, “An encyclopedia published in 
1878 had five lines on ‘atom’ and five pages on ‘love.’ 
One of the latest encyclopedias published in 1954 had 
five pages on ‘atom’ and nothing on ‘love.’ Does this 
explain ‘cold war’ or ‘peaceful co-existance’?” 
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OFFICIAL CALL 


with ' The Michigan State Medical Society will 
. a convene in Annual Session in Grand Rapids, 

OF M- a Michigan, September 26-27-28-29-30, 1955. 
The provisions of the Constitution and By- 

Laws and the Official Program will govern 
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Ralph President 
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lated TWO-DAY SESSION OF HOUSE OF DELEGATES 


meri- 


h 30 September 26-27, 1955 


The 1955 House of Delegates of the Michigan State mittees ample time to transact all business referred to 
Medical Society will hold a two-day session beginning them. 
reg gwen 26, at 10:00 a.m. The business of 

€ rouse of Delegates will be transacted in the Grand 
Ball Room of the Pantlind Hotel, Grand Rapids. SEATING OF DELEGATES 

The House will meet also on Monday at 2:00 p.m. “Any Delegate-Elect not present to be seated at the 
- at 8:00 p.m. and on Tuesday, September 27, at hour of call of the first meeting may be replaced by the 
:30 a.m. and at 8:00 p.m. accredited Alternate next on the list as certified by the 
. The intervals between meetings of the House of-Dele- Secretary of the component County Society involved.” 
sates have been spaced to permit the Reference Com- —MSMS By-Laws, Chapter 8, Section 6. 
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OUTLINE OF 1955 ASSEMBLY AND SECTION SPEAKERS 
90th Annual Session MSMS 
Grand Rapids, September 28-29-30, 1955 



















































































Time Wednesday Thursday Friday ——e 
September 28 September 29 September 30 
A.M. Registration Registration Registration ata 
8:30— 9:00 Exhibits open Exhibits open Exhibits open 
Surgery Panel Surgery Gastroenterology-Proctology 
9:00- 9:30 Chairman Barry J. Anson, Ph.D. ae Lecture) 
StanLey O. Hoerr, M.D., Chicago, Til. Garnet W. Autt, M.D. 
Cleveland Washington, D. C. 
Participants: R. Russett Best, M.D. Ophthalmology Dermatology — 
9:30-10:00 Omaha, Neb.; Ratpw Cop, M_D.. Huco L. Bair, M.D. Ricuarp L. Sutron, Jr., M.D. 
Bw Get and Ricuarp H. Lyons, Rochester, Minn. Kansas City, Mo. 
M.D., Syracuse, N. Y. 
10:00-11:00 INTERMISSION TO VIEW them TO VIEW INTERMISSION TO VIEW 
EXHIBITS EXHIBITS EXHIBITS 
Industrial Surgery Otclecyapoleg Radiology 
11:00-11:30 Russet. §S. FIsHer, James B. Costen, M.D. Harotp W. Jacox, M.D. 
Baltimore, Md. St. Louis, Mo. New York, N. Y. 
Urology Nervous & Mental Dermatology 
11:30-12:00 WiruraAm N. Taytor, M.D. Francis J. Bracetanp, M.D. Ropert R. Krertanp, M.D. 
Columbus, Ohio Hartford, Conn. Rochester, Minn. 
12:00 noon DISCUSSION CONFERENCE DISCUSSION CONFERENCE DISCUSSION CONFERENCE 
waa na LUNCH HOUR LUNCH HOUR LUNCH HOUR 
0 2:00 
One Section Meeting One Section Meeting | 
1:00-2:00 p.m.—luncheon 1:00-2:00 p.m.—luncheon | 
Urology Otolaryngology 
WituiaM N. Taytor, M.D. James B. Costen, M.D 
Columbus, Chio St. Louis, Missouri —_ 
Pediatrics Obstetrics Anesthesiology 
2:00- 2:30 Ratpx V. Piatov, M.D. SamueEL A. Coscrove, M.D. FrepericK H. Van Bercen, 
New Orleans, La. Jersey City, N. J. Minneapolis, Minn. 
General Practice Gynecology Medicine 
2:30- 3:00 Leon S. McGoocan, Ricuarp W. TeLinve, M.D. ARTHUR M. Master, M.D. 
728 Omaha, Neb. Baltimore, Md. New York, N. Y. 
ieee TO VIEW INTERMISSION TO VIEW 3:00-3:30 ; 
3:00— 4:00 EXHIBITS EXHIBITS FINAL INTERMISSION TO 
_ VIEW EXHIBITS 
Obstetrics Pediatrics ss 3:30-4:00—Medicine 
4:00- 4:30 Wittarp R. Cooke, Watpo E. Netson, M.D. Ovin O. Meyer, M.D. 
Galveston, Texas Philadelphia, Pa. Madison, Wisc. 
; Nervous G& Mental Diseases Public Health & Preventive Medicine 4:00-5:00 | 
4:30- 5:00 Maurice Levine, M.D FRANKLIN H. Tor, M.D Medical Symposium 
Cincinnati, Ohio Iowa City, Iowa A. CarLTON ErnstTENE, M.D. 
Cleveland, Ohio 
Penn G. SKILLERN, M.D. 
Cleveland, Ohio 
~5:00- 6:00 THREE SECTION MEETINGS FIVE SECTION MEETINGS FOUR SECTION MEETINGS _ a 
Pediatrics 


Ratpo V. Pratov, M.D. 





Frankuun H. Top, M.D 


Public Health © Preventive Medicine 


RicHarp L. 


Dermatology © Syphilology 
Sutton, Jr., M.D. 














New Orleans, La. Iowa City, Iowa Kansas City, Mo. 
General Practice Gastroenterology-Proctology Medicine 
Leon S. McGoocan, Garnet W. Au tt, M.D. Ovin O. Meyer, M.D. 
Omaha, Neb. a Washington, D. C. ae): Madison, Wisc. 
Surgery Ophthalmology i: Anesthesiology 


Stantey O. Hoerr, M.D. 


Cleveland, Ohio 


Huco L. Bair, M.D. 
Rochester, Minn. 


Freperick H. Van Bercen, M.D. 


Minneapolis, Minn. 





8:30-10:30 p.m. 
Officers’ Night 


Biddle Lecture 


Cuartes L. AnspacH, Ph.D. 
Mich. 


Mt. Pleasant, 
















| Obstetrics-Gynecology 
SamueL A. Coscrove, M.D 
Jersey City, N. J. 





| ; Nervous & Mental 
| Francis J. Bracetanp, M.D 
Hartford, Conn. 





10:00 p.m. to 1:00 a.m. 
State Society Night 
MSMS Entertainment 








Radiology 


ae W. Jacox, 


New Y« York, oe 


M.D. 





END OF ASSEMBLY 
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Michigan State Medical Society 


The Ninetieth Annual Session 


PANTLIND HOTEL—CIVIC AUDITORIUM, GRAND RAPIDS 
SEPTEMBER 26-30, 1955 


INFORMATION 


#GRAND RAPIDS WILL BE HOST TO MSMS IN 
SEPTEMBER, 1955. 


#MSMS HOUSE OF DELEGATES convenes Monday, 
September 26 at 10:00 a.m., Grand Ball Room, Pant- 
lind Hotel. It will hold three meetings on Monday 
and two meetings on Tuesday, September 27. 


*THE PROGRAM OF THE ASSEMBLY for the 90th 

Annual Session of the Michigan State Medical Society 
lists guest speakers from all parts of the United 
States. They are the usual stars in the medical world 
who always grace the podium at annual conven- 
tions of the Michigan State Medical Society; they 
insure a valuable concentrated continuation course 
in all phases of medicine and surgery for the busy 
practitioners of Michigan, neighboring states and the 
Province of Ontario, on September 28-29-30. 


*REGISTRATION, Tuesday afternoon through Fri- 
day afternoon, September 27-30, Civic Auditorium. 
Advance registration—on Tuesday and early Wednes- 
day morning—will save the doctors’ time. Present 
your State Medical Society or Canadian Medical As- 
sociation membership card to expedite registration. 


NO REGISTRATION FEE FOR STATE MEDICAL 
SOCIETY AND CMA MEMBERS. 

Doctors of Medicine, who are not members of their 
state medical society or of the Canadian Medical As- 
sociation, will be accorded the privileges of the MSMS 


_ Session upon payment of a $25.00 registration 
ee, 


*REGISTER AS SOON AS YOU ARRIVE. 
ADMISSION BY BADGE ONLY. 


¢ALL SUBJECTS at the MSMS Annual Session are 
applicable to clinical medicine. They stress diagnosis 
and treatment, usable in everyday practice. 


*POSTGRADUATE CREDITS given to every MSMS 
member who attends MSMS Annual Session. 
*SIX ASSEMBLIES and one public meeting—four- 


teen Section Meetings—three Discussion Conferences, 
all on September 28-29-30. 


e A DISCUSSION CONFERENCE—featuring the guest 


speakers of each day—will be held daily from 12:00 
noon to 1:00 p.m. in the Black and Silver Room of the 
Civic Auditorium. Audience participation invited. 


e SECTION MEETINGS will follow the daily Assem- 


blies—5:00 to 6:00 p.m. 
PAPERS WILL BEGIN AND END ON TIME. This 


scientific meeting will feature by-the-clock promptness 
and regularity. 


TECHNICAL AND SCIENTIFIC EXHIBITS will 
contain much of interest and value. Intermissions to 
view the exhibits have been arranged. 


Cc. ALLEN PAYNE, M.D., AND FELIX S. ALFENI- 
TO, M.D., OF GRAND RAPIDS are co-chairmen of 
the Committee on Arrangements for the 1955 MSMS 
Annual Session. 


WALTER I. LILLIE, M.D., OF GRAND RAPIDS is 
Chairman of the Scientific Exhibit for the 1955 MSMS 
‘Annual Session. 


CABARET-STYLE DANCE AND ENTERTAIN- 
MENT, with the compliments of the Michigan State 
Medical Society, will be held in the Grand Ball Room 
of the Pantlind Hotel on Thursday evening, Septem- 
ber 29. All who register, and their ladies, will re- 
ceive a card of admission and are cordially invited 
to attend. 


THE WOMAN’S AUXILIARY to the Michigan State 
Medical Society will present an attractive social and 
busines program at the Pantlind Hotel. The wife 
of every MSMS member is cordially invited to at- 
tend. 


MEMBERS OF MICHIGAN MEDICAL SERVICE 
will meet in annual session, Tuesday, September 27, 
at 2:00 p.m. This meeting will follow the annual 
MMS luncheon to be held in the Grand Ball Room of 
the Pantlind Hotel. 


SCIENTIFIC ASSEMBLY 


Wednesday-Thursday-Friday, September 28-29-30, 1955 


SAVE AN ORDER FOR THE EXHIBITOR AT THE 
MICHIGAN STATE MEDICAL SOCIETY ANNUAL SESSION 





Michigan State Medical Society 
The Ninetieth Annual Meeting 


PANTLIND HOTEL, GRAND RAPIDS, SEPTEMBER 26-27, 1955 


HOUSE OF DELEGATES 
ORDER OF BUSINESS* 


MONDAY, SEPTEMBER 26 
Grand Ball Room, Pantlind Hotel, Grand Rapids 
10:00 a.m.—First Meeting 

. Call to order by Speaker 

. Report of Committee on Credentials 

- Roll call 

. Appointment of Reference Committees 


On Officers Reports 

On Reports of The Council 

On Reports of Standing Committees 
On Reports of Special Committees 
On Constitution and By-Laws 

On Resolutions 

On Special Memberships 

On Rules and Order of Business 
On Legislation and Public Relations 
On Hygiene and Public Health 

On Medical Service and Prepayment Insur- 
ance 

On Miscellaneous Business 

On Executive Session 

On Emergency Medical Service 


. Speaker’s Address—J. E. Livesay, M.D., Flint 
. President’s Address—R. H. Baker, M.D., Pontiac 


President-Elect’s Address—W. S. Jones, M.D., 
Menominee 


. Annual and Supplemental Reports of The Coun- 
cil—William Bromme, M.D., Detroit, Chairman 


. Report of Delegates to American Medical Asso- 
ciation—W. A. Hyland, M.D., Grand Rapids, 
Chairman 


. Brief of Annual Report of Woman’s Auxiliary 
—Mrs, A. F. Milford, Ypsilanti, President 


11. Brief of Annual Report of Michigan State Medical 
Assistants Society—Mrs. Charlotte Ash, Kalama- 
zoo, President 


12. Selection of Michigan’s Foremost Family Physi- 
cian 
1:00 p.m. LUNCHEON, Continental Room 


PANEL ON UNDERGRADUATE MEDICAL 
EDUCATION 


Moderator 


J. E. Livesay, M.D., Flint, Speaker, MSMS House of 
Delegates 
Participants 


A. C. Furstenserc, M.D., Ann Arbor, Dean, Univer- 
sity of Michigan Medical School 


G. H. Scorr, Ph.D., Detroit, Dean, Wayne University 
College of Medicine 


MONDAY, SEPTEMBER 26 
Grand Ball Room, Pantlind Hotel, Grand Rapids 


2:00 p.m.—Second Meeting 


13. aaa | Report of Committee on Creden- 
tials 


14. Roll call 


*See the Constitution, Articles IV, VII and XII, and 
the By-Laws, Chapter 8 on “House of Delegates.” 
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15. 


Resolutions** 


16. Reports of MSMS Standing Committees: 


17. 


A. Committee on Postgraduate Medical Education 
B. Preventive Medicine Committee: 
Committee on Rheumatic Fever Control 
Cancer Control Committee 
Maternal Health Committee 
committees ) 
Venereal Disease Control Committee 
Tuberculosis Control Committee 
Industrial Health Committee 
Mental Health Committee 
Child Welfare Committee (and Subcommit- 
tees ) 
TIodized Salt Committee 
Geriatrics Committee (and Subcommittees) 


C. Public Relations Committee (and Subcom- 
mittees ) 


D. Ethics Committee 
E. Legislative Committee 


(and Subcom- 


Reports of Special Committees 

A. Beaumont Memorial Committee 

B. Scientific Radio Committee 

C. Advisory Committee to Woman’s Auxiliary 


D. Advisory Committee to Michigan State Medi- 
cal Assistants Society 


Reports of the Committees of The Council, including 
Committee on Scientific Work, are included in Annual 
Report of The Council. 


MONDAY, SEPTEMBER 26 
Grand Ball Room, Pantlind Hotel, Grand Rapids 
8:00 p.m.—Third Meeting 


18. 


19. 
20. 
ai, 
22. 


Supplementary Report of Committee on Creden- 
tials 


Roll call 
Unfinished business 
New business | 


Reports of Reference Committees: 

(a) On Officers’ Reports 

(b). On Reports of The Council 

(c) On Reports of Standing Committees 

(d) On Reports of Special Committees 

(e) On Constitution and By-Laws 

(f) On Resolutions 

(g) On Special Memberships 

(h) On Rules and Order of Business 

(i) On Legislation and Public Relations 

(j) On Hygiene and Public Health 

(k) On Medical Service and Prepayment Insur- 
ance 

(1) On Miscellaneous Business 

(m) On Executive Session 

(n) On Emergency Medical Service 


**All resolutions, special reports, and new busines 
shall be presented in writing in triplicate (By-Laws 
Chapter 8, Section 10-m). 


JMSMS 
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23. 


24. 
25. 
26. 
27. 


TUESDAY, SEPTEMBER 27 
Grand Ball Room, Pantlind Hotel, Grand Rapids 
9:30 a.m.—Fourth Meeting 


Supplementary Report of Committee on Creden- 
tials 

Roll call 

Unfinished business 

New business 

of Reference Commit- 


Supplementary Reports 


tees 


TUESDAY, SEPTEMBER 27 
Grand Ball Room, Pantlind Hotel, Grand Rapids 


8:00 


p.m.—Fifth Meeting 


THE NINETIETH ANNUAL MEETING 





ANNUAL SESSION APPOINTMENTS 


® Co-chairmen of Arrangements 


C. Allen Payne, M.D., and 
Felix S. Alfenito, M.D., Grand Rapids 


® Chairman of Scientific Exhibit 
Walter I. Lillie, M.D., Grand Rapids 


® House of Delegates Press Relations Committee 


K. H. Johnson, M.D., Chairman 
L. C. Carpenter, ‘M.D. 

L. Fernald Foster, M.D. 

R. A. Johnson, M.D. 

J. E. Livesay, M.D. 

Cc. L. Weston, M.D. 


® Scientific Assembly Press Relations Committee 


P. W. Kniskern, M.D., Chairman 
H. G. Benjamin, M.D. 

F. C. Brace, M.D. 

C. A. Payne, M.D. 

L. Paul Ralph, M.D. 














28. Supplementary Report of Committee on Creden- 
tials 
29. Roll call 
30. Unfinished business 
31. Supplemental Report of The Council 
32. Supplementary Reports of Reference Committees 
33. Elections: 
(a) Councilors: 
2nd District—R. S. Breakey, M.D., Lansing— 
Incumbent 
3rd_ District—G. W. Slagle, M.D., Battle 
Creek—Incumbent 
15th District—D. Bruce Wiley, M.D., Utica 
—Incumbent 
16th District—G. T. McKean, M.D., Detroit 
—Incumbent 
(b) Delegates to American Medical Association: 
W. D. Barrett, M.D., Detroit—Incumbent 
“a Hyland, M.D., Grand Rapids—Incum- 
ent 
R. A. Johnson, M.D., Detroit—Incumbent 
(c) Alternate Delegates to American Medical As- 
sociation: 
W. W. Babcock, M.D., Detroit—Incumbent 
O. J. Johnson, M.D., Bay City—Incumbent 
E. F. Sladek, M.D., Traverse City—Incum- 
bent 
(d) President-elect 
(e) Speaker of the House of Delegates 
(f) Vice-Speaker of the House of Delegates 
34. Adjournment. 
ADVANCE REGISTRATION 
OF DELEGATES 
Sunday, September 25, 1955 
8:00 to 10:00 p.m. 
Lobby of Pantlind Hotel 
REGISTRATION 
also on 
Monday, September 26, 1955 
8:00 a.m. 
Lobby of Pantlind Hotel 











HOTEL RESERVATIONS 
MICHIGAN STATE MEDICAL SOCIETY 
90th Annual Session 
Grand Rapids, September 28-29-30, 1955 


The reservation blank below is for your convenience 
in making your hotel reservations in Grand Rapids. 
Please send your application to the Committee on Hotels 
for MSMS Convention, Pantlind Hotel, Grand Rapids, 
Michigan. Mailing your application now will be of 
material assistance in securing hotel accommodations. 

As very few singles are available, registrants are 
requested to co-operate with the Committee on Hotels 
by sharing a room with another registrant, when con- 
venient. 


Committee on Hotels, 
Michigan State Medical Society 
c/o Pantlind Hotel 

Grand Rapids, Michigan 


Please make hotel reservation(s) as indicated below: 


sstnciemecathiinl Single Room(s) ...................0.0.0.0000-000008 Persons 
ssisiinncaniastlean Double Room(s) for ..................:..... Persons 
lina sii dat Twin-Bedded Room(s) for .............. persons 
Arriving September ............ OEE ..000000 FAS sevens P.M. 
Ee OT hour ........ PTB. -isossans P.M. 


eo ee ee ee, en eee eA a een ee 
Stee Re. co sa cccn sexs snsssguiwncsessa vas eis 


Names and addresses of all applicants including person 
making reservation: 


Name Address 


























OFFICERS 


J. E. Livesay, M.D., 621 Mott Foundation Bldg., Flint, 
Speaker 

K. H. Johnson, M.D., 1116 Michigan National Tower, 
Lansing, Vice-Speaker 

L.. Fernald Foster, M.D., 919 Washington, Bay City, 
Secretary 

L. W. Hull, M.D., 1701 David Whitney Bldg., Detroit, 


Immediate Past President 
ALLEGAN 


L. F. Brown, M.D., Otsego 
E. B. Johnson, M.D., Allegan 


ALPENA-ALCONA-PRESQUE ISLE 


E. S. Parmenter, M.D., P.O. Box 192, Alpena 
J. E. Spens, M.D., Professional Bldg., Alpena 


BARRY 


A. B. Gwinn, M.D., City Bank Bldg., Hastings 
H. S. Wedel, M.D., 134 E. State St., Hastings 


BAY-ARENAC-IOSCO 

O. J. Johnson, M.D., 207 N. Walnut, Bay City 

D. A. Bowman, M.D., 101 W. John St., Bay City 

W. G. Gamble, M.D., Mercy Hospital, Bay City 

M. ]. Medvesky, M.D., 1106 S. Madison Ave., Bay City 


BERRIEN 


D. W. Thorup, M.D., 610 Fidelity Bldg., Benton Harbor 
N. J. Hershey, M.D., 1648 Broadway, Niles 

F. A. Rice, M.D., Niles 

H. J]. Klos, M.D., Mercy Hosp., Benton Harbor 


BRANCH 

H. J. Meier, M.D., 87 W. Pearl St., Coldwater 
R. J. Fraser, M.D., 22 W. Pearl St., Coldwater 
CALHOUN 

H. C. Hansen, M.D., 417 Post Bldg., Battle Creek 
L. R. Keagle, M.D., 196 North Ave., Battle Creek 
J. W. Hubly, M.D., 1407 Security Tower, Battle Creek 
S. B. Winslow, M.D., 612 Post Bldg., Battle Creek 
CASS 

S. L. Loupee, M.D., Dowagiac 

U. M. Adams, M.D., Marcellus 
CHIPPEWA-MACKINAC 


W. F. Mertaugh, M.D., Central Savings Bank Bldg., 
Sault Ste. Marie 


E. S. Rhind, M.D., 300 Court St., Sault Ste. Marie - 
CLINTON 

F. W. Smith, M.D., St. Johns 

A. C. Henthorn, M.D., Route 3, St. Johns 
DELTA-SCHOOLCRAFT 

H. Q. Groos, M.D., 1015 S. First, Escanaba 

J. H. Fyvie, M.D., 202 S. Cedar St., Manistique 
DICKINSON-IRON 

L. E. Irvine, M.D., 326 W. Genesee, Iron River 

E. R. Addison, M.D., 412 Superior St., Crystal Falls 
EATON 


P. H. Engle, M.D., 121 S. Main St., Olivet 
B. P. Brown, M.D., 116 Pearl St., Charlotte 
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THE NINETIETH ANNUAL MEETING 


MSMS HOUSE OF DELEGATES, 1955 
Delegates and Alternates 


(Names of Alternates appear in Italics) 











GENESEE 


F. D. Johnson, M.D., 312 Paterson Bldg., Flint 

J. E. Livesay, M.D., 621 Mott Fdn. Bldg., Flint 

C. W. Colwell, MD., 706 Citizens Bank Bldg., Flint 
R. M. Bradley, M.D., 421 Genesee Bank Bldg.. Flint 
C. K. Stroup, M.D., 2002 E. Court St., Flint 

J. E. Wentworth, M.D., 1651 Chevrolet Avenue, Flint 
F. W. Baske, M.D., 1217 Mott Fdn. Bldg., Flint 

L. G. Bateman, M.D., 1928 Lewis St., Flint 

G. E. Anthony, M.D., 1015 Detroit St., Flint 

J. C. Benson, Jr., M.D., 709 Genesee Bank Bldg., Flinj 


GOGEBIC 


D. C. Eisele, M.D., 109 E. Aurora, Ironwood 
W. A. Gingrich, M.D., 109 E. Aurora, Ironwood 


GRAND TRAVERSE-LEELANAU-BENZIE 
D. G. Pike, M.D., 876 E. Front St., Traverse City 
C. E. Lemen, M.D., 216 E. Front St., Traverse City 


GRATIOT-ISABELLA-CLARE 


M. G. Becker, M.D., Edmore 
E. S. Oldham, M.D., Breckenridge 


HILLSDALE 


A. W. Strom, M.D., 32 S. Broad St., Hillsdale 
L. W. Day, M.D., 112 E. Chicago St., Jonesville 


HOUGHTON-BARAGA-KEWEENAW 


L. C. Aldrich, M.D., Quincy St., Hancock 
P. S. Sloan, M.D., 609 Sheldon, Houghton 


HURON 


C. W. Oakes, M.D., Harbor Beach 
E. E. Steinhardt, M.D., Elkton 


INGHAM 


J. M. Wellman, M.D., 301 Seymour St., Lansing 

F. L. Troost, M.D., 4341 W. Delhi Rd., Holt 

K. H. Johnson, M.D., 1116 Michigan National Tower, 
Lansing 

O. B. McGillicuddy, M.D., 1816 Michigan National 
Tower, Lansing 

H. W. Harris, M.D., 609 N. Washington Ave., Lansing 

K. W. Toothaker, M.D., 930 N. Washington Ave. 
Lansing 

Milton Shaw, M.D., 320 Townsend, Lansing © 

R. E. Kalmbach, M.D., 301 Seymour St., Lansing 


IONIA-MONTCALM 


Glenn W. House, M.D., Greenville 
L. W. Bunce, M.D., Trufant 


JACKSON 


W. A. Wickham, M.D., 420 W. Michigan, Jackson 
N. D. Munro, M.D., 740 W. Michigan, Jackson 
C. R. Lenz, M.D., 405 First St., Jackson 

T. B. Thompson, M.D., 424 W. Michigan, Jackson 


KALAMAZOO 


F. C. Ryan, M.D., 507 S. Burdick, Kalamazoo 
W. A. Scott, M.D., 252 E. Lovell, Kalamazoo 

S. E. Andrews, M.D., 224 E. Cedar St., Kalamazoo 
J. G. Malone, M.D., 420 John St., Kalamazoo 

P. F. Cooper, M.D., 252 E. Lovell, Kalamazoo 

R. R. Dew, M.D., 252 E. Lovell, Kalamazoo 
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KENT 

. C. Carpenter, Jr., M.D., 
Grand Rapids 

w. C. Beets, M.D., 124 Fulton St., Grand Rapids 

¢. W. DeBoer, M.D., 26 Sheldon Ave., S.E., Grand 
Rapids 

K. E Fellows, M.D., 110-116 E Fulton St., Grand 
Rapids 

W, J. Fuller, M.D., 833 Lake Dr., S.E., Grand Rapids 
r. A. Rasmussen, M.D., 1810 Wealthy St.. S.E., Grand 
Rapids 

4. v Wenger, M.D., 124 E Fulton St., Grand Rapids 
y. A. Notier, M.D., 26 Sheldon, S.E., Grand Rapids 

|. T. Boet, M.D., 2339 Wyoming Ave., S.E., Grand 
Rapids 

BR. Van Zwalenburg, M.D., 833 Lake Dr., S.E., Grand 
Rapids 

FS. Alfenito, M.D., 26 Sheldon, S.E., Grand Rapids 
kM. Burroughs, Jr., M.D., 11 S. Wilson, Grandville 
(. E. Farber, M.D., 68 Ransom Ave., N.E., Grand 
Rapids 

Jack Hoogerhyde, M.D., 124 E. Fulton St., Grand 
Rapids 


110-116 E. Fulton St., 


LAPEER 
D. J. O’Brien, M.D., Lapeer 
G. L. Smith, M.D., Imlay City 


LENAWEE 
G. C. Wilson, M.D., 108 N. Jackson St., Clinton 
W. H. Hewes, M.D., Mill St., Adrian 


LIVINGSTON 
H. C. Hill, M..D, 116 N. Michigan, Howell 
L. E. May, M.D., 924 W. Grand River Ave., Howell 


LUCE 


ys Thompson, M.D., Newberry State Hospital, New- 
erry 


D. C. Adams, M.D., Newberry State Hospital, Newberry 


MACOMB 
Sydney Scher, M.D., 132 Cass Avenue, Mt. Clemens 
0. D. Stryker, M.D., County Bldg., Mt. Clemens 


MANISTEE 
E. A. Oakes, M.D., 401 River St., Manistee 
E. B. Miller, M.D., 425 River St., Manistee 


MARQUETTE-ALGER 


A. §. Narotzky, M.D., Odd Fellows Bldg., Ishpeming 
B. C. Baron, M.D., Munising : 


MASON 
H. G. Bacon, M.D., Scottville 
E. B. Boldyreff, M.D., Custer 


MECOSTA-OSCEOLA-LAKE 
Paul Ivkovich, M.D., 111 S. Chestnut, 
D.N. Kilmer, M.D., 102% W. Upton, Reed City 


Reed City 


MENOMINEE 
J. R. Heidenreich, M.D., Daggett 
-R. Brukardt, M.D., Electric Square Bldg., Menominee 


MIDLAND 


y J. Ittner, M.D., 2912 Ashman, Midland 
- L. Gordon, M.D., Dow Chemical Co., Midland 


MONROE 


: A McDonald, M.D., 17 E. Elm Ave., Monroe 
- P. Flanders, M.D., 31 Washington, Monroe 
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MUSKEGON 
R. D. Risk, M.D., 1160 Ransom St., Muskegon 

N. W. Scholle, M.D., 2500 Peck St., Muskegon Heights 
D. R. Boyd, M.D., 1735 Peck St., Muskegon 

T. J. Kane, M.D., 179 Strong Ave., Muskegon 


NEWAYGO 
J. P. Klein, M.D., 16 W. Sheridan, Fremont 
B. L. ‘Masters, M.D., 111 W. Dayton St., Fremont 


NORTH CENTRAL COUNTIES 
E. H. Rodda, M.D., Grayling 
G. L. Schaiberger, M.D., West Branch 


NORTHERN MICHIGAN COUNTIES 
J. R. Rodger, M.D., Bellaire 
L. E. Grate, M.D., Charlevoix 


OAKLAND 

P. E. Sutton, M.D., 629 Washington Square Bldg., Royal 
Oak 

H. A. Furlong, M.D., 932 Riker Building, Pontiac 

E. B. Cudney, M.D., Pontiac Motor Division, Pontiac 

Otto O. Beck, M.D., 280 W. Maple, Birmingham 

J. M. Markley, M.D., 849 W. Huron St., Pontiac 

C. G. Burke, M.D., 1022 Riker Bldg., Pontiac 

N. F. Gehringer, M.D., 732 Riker Bldg., Pontiac 

E. W. Bauer, M.D., 23005 John R St., Hazel Park 

F. J. Kemp, M.D., 1115 Peoples State Bank Bldg., 
Pontiac 


Sidney Miller, M.D., 604 N. Woodward, Birmingham 


OCEANA 
W. R. Mullen, M.D., Pentwater 
J. J. Vrbanac, M.D., Hart 


ONTONAGON 
W. F. Strong, M.D., Ontonagon 
K. L. Olmstead, M.D., White Pine 


OTTAWA 
Otto VanDerVelde, M.D., 35 W. 8th St., Holland 
William Westrate, Sr., M.D., 17 W. 10th St., Holland 


SAGINAW 

J. P. Markey, M.D., 808 N. Michigan, Saginaw 

M. F. Bruton, M.D., 420 N. Michigan, Saginaw 

A. C. Stander, M.D., 1411 Court St., Saginaw 

A. K. Cameron, M.D., 409 First Savings & Loan Bldg., 
Saginaw 

W. B. Kerr, M.D., 300 S. Michigan, Saginaw 

L. J. Morgrette, M.D., 603 S. Jefferson, Saginaw 


SANILAC 
K. T. McGunegle, M.D., Sandusky 
R. K. Hart, M.D., Croswell 


SHIAWASSEE 
C. L. Weston, M.D., Matthews Bldg., Owosso 
V. L. Hoshal, M.D., Durand 


ST. CLAIR 
J. F. Beer, M.D., 104 N. Riverside Ave., St. Clair 
W. H. Boughner, M.D., 325 Pleasant St., Algonac 


ST. JOSEPH 
S. A. Fiegel, M.D., 111 S. Monroe, Sturgis 
R. J. Fortner, M.D., 137 Portage, Three Rivers 


TUSCOLA 
L. L. Savage, M.D., Caro 
E. N. Elmendorf, M.D., Vassar 









































VAN BUREN 
R. W. Spalding, M.D., Gobles 
E. L. Copeland, M.D., Decatur 


WASHTENAW 

O. K. Engelke, M.D., 720 Catherine St., Ann Arbor 

R. W. Teed, M.D., 215 S. Main St., Ann Arbor 

P. S. Barker, M.D., University Hospital, Ann Arbor 

G. H. Bauer, M.D., 505 First National Bldg., Ann Arbor 

H. F. Falls, M.D., University Hospital, Ann Arbor 

R. C. Barlow, M.D., St. Joseph’s Mercy Hospital, Ann 
Arbor 

T. N. Evans, M.D., University Hospital, Ann Arbor 

C. W. Newton, M.D., 8th Floor, First National Bank 
Bldg., Ann Arbor 

G. S. Sayre, M.D., 220 Pearl St., Ypsilanti 

V. M. Zerbi, M.D., 220 Pearl St., Ypsilanti 


WAYNE 

M. A. Darling, M.D., 673 Fisher Bldg., Detroit 2 

L. R. Leader, M.D., 1129 David Whitney Bldg., Detroit 
26 

M. R. Weed, M.D., 1997 E. Grand Blvd., Detroit 11 

J. J. Lightbody, M.D., 501 David Whitney Bldg., Detroit 
26 


R. L. Novy, M.D., 858 Fisher Bldg., Detroit 2 

E. A. Osius, M.D., 901 David Whitney Bldg., Detroit 26 

E. - Fenton, M.D., 15125 Grand River Ave., Detroit 
2 

G. C. Penberthy, M.D., 1515 David Whitney Bldg., 
Detroit 26 

W. S. Reveno, M.D., 958 Fisher Bldg., Detroit 2 

C. I. Owen, M.D., 4160 John R., Detroit 1 

W. W. Babcock, M.D., 868 Fisher Bldg., Detroit 

D. I. Sugar, M.D., 13120 Broadstreet, Detroit 

R. A. Johnson, M.D., 7815 E. Jefferson, Detroit 14 

G. S. Bates, M.D., 861 Monroe Blvd., Dearborn 

L. J. Bailey, M.D., 620 Vinewood Ave., Birmingham 

F. A. Weiser, M.D., 4162 John R., Detroit 

J. B. Blodgett, M.D., 606 Kales Bldg., Detroit 26 

A. H. Price, M.D., 62 W. Kirby, Detroit 2 

J. G. Molner, M.D., 334 Bates St., Detroit 

E. G. M. Krieg, M.D., 1842 David Whitney Bldg., 
Detroit 26 

J. E. Lofstrom, M.D., 1420 St. Antoine, Detroit 26 

W. L. Brosius, M.D., Harper Hospital, Detroit 

A. D. Ruedemann, M.D., 1633 David Whitney Bldg., 
Detriot 26 

R. F. Fenton, M.D., 15125 Grand River Ave., Detroit 27 

G. T. McKean, M.D., 1515 David Whitney Bldg., 
Detroit 26 

C. K. Hasley, M.D., 1429 David Whitney Bldg., Detroit 
26 


H. F. Dibble, M.D., 1313 David Whitney Bldg., Detroit 
26 


A. E. Price, M.D., 313 David Whitney Bldg., Detroit 26 

C. W. Sellers, M.D., 2314 W. Grand Blvd., Detroit 8 

A. E. Schiller, M.D., 2008 David Broderick Tower, 
Detroit 

“> Walker, M.D., 1255 David Whitney Bldg., Detroit 
6 


Louis Jaffe, 1605 David Broderick Tower, Detroit 

C. L. Candler, M.D., 20040 Mack Avenue, Grosse Pte. 
Woods 30 

R. H. Pino, M.D., 208 David Whitney Bldg., Detroit 26 

C. E. Umphrey, M.D., 15300 W. McNichols Road, 
Detroit 35 

J. E. Croushore, M.D., 573 Fisher Bldg., Detroit 2 

H. B. Fenech, M.D., 324 Professional Bldg., Detroit 

E. H. Lauppe, M.D., 1650 David Whitney Bldg., Detroit 
26 
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F. P. Rhoades, M.D., 970 Maccabees Bldg., Detroit 2 

M. L. Lichter, M.D., 2900 Oakwood, Melvindale 25 

E. C. Texter, M.D., 7457 Gratiot Ave., Detroit 13 

L. S. Fallis, M.D., Henry Ford Hospital, Detroit 2 

P. C. Gittins, M.D., 732 Maccabees Bldg., Detroit 2 

S. E. Gould, M.D., Wayne County General Hospital. 
Eloise 

Saul Rosenzweig, M.D., 2114 David Broderick Tower. 
Detroit 26 

Joseph Hickey, M.D., 6004 W. Fort St., Detroit 9 

L. J. Morand, M.D., 641 David Whitney Bldg., Detroit 
26 


Myer Teitelbaum, M.D., 405 Kales Bldg., Detroit 26 

E. A. Bicknell, M.D., 13641 Wyoming, Detroit 

L. A. Pratt, M.D., 3919 John R., Detroit 

J. E. Hauser, M.D., 671 Fisher Bldg., Detroit 2 

J. A. Kasper, M.D., Bon Secours Hospital, Grosse Pointe 
30 

R. G. Robinson, M.D., 3751 31st St., Detroit 

Raphael Altman, M.D., 1052 Maccabees Bldg., Detroit 

L. T. Henderson, M.D., 13038 E. Jefferson, Detroit 15 

Sidney ‘Adler, M.D., 872 Fisher Bldg., Detroit 2 

J. G. Bielawski, M.D., 1042 Maccabees Bldg., Detroit 2 

W. L. Sherman, M.D., 10 Peterboro, Detroit 

W. L. Foster, M.D., 2567 W. Grand Blud., Detroit & 

J. D. Fryfogle, M.D., 655 Fisher Bldg., Detroit 2 

D. A. Young, M.D., 14807 W. McNichols, Detroit 

C. G. Jennings, M.D., 14827 E. Jefferson, Detroit 15 

G. S. Fisher, M.D., 594 Seyburn, Detroit 14 

E. D. King, M.D., 5455 W. Vernor Hwy., Detroit 9 

E. J. Hammer, M.D., 16616 Mack, Detroit 24 

H. L. Morris, M.D., 1069 Fisher Bidg., Detroit 2 

H. A, Ott, M.D., 3019 N. Woodward Ave., Royal Oak 

J. A. Witter, M.D., 344 Glendale, Detroit 3 

J. C. Fremont, M.D., 1202 David Whitney Bldg., Detroit 
26 

L. W. Korum, M.D., 18585 E. Warren, Detroit 

H. B. Rice, M.D., 10 Peterboro, Detroit 1 

E. F. Lutz, M.D., 13-204 General Motors Bldg., Detroit 
2 

A. B. Levant, M.D., 14828 E. Warren, Detroit 

Alice E. Palmer, M.D., 3919 John R. St., Detroit 1 

H. W. Longyear. M.D., 3019 N. Woodward, Royal Oak 

R. C. Rueger, M.D., 9149 E. Jefferson, Detroit 14 

K. L. Swift, M.D., 869 Fisher Bldg., Detroit 2 

E. C. Long, M.D., 2626 Rochester, Detroit 6 

E. G. Cochrane, M.D., 12805 Hamilton, Detroit 3 

H.C. Rees, M.D., 15700 Mack Ave., Detroit 24 

H. L. Smith, M.D., 16401 Grand River Ave., Detroit 27 

S. A. Zukowski, M.D., 6626 Van Dyke, Detroit 13 

C. M. McColl. M.D.. Henry Ford Hospital, Detroit 2 

H. E. Bagley, M.D., 7541 Oakman Blud., Dearborn | 

E. C. Baumgarten, M.D., 8045 E. Jefferson, Detroit 1¢ 

H. Y. Kasabach, M.D., 1067 Fisher Bldg., Detroit 2 

E. M. Vardon, M.D., 12897 Woodward Ave., Detroit z 

I. C. Berlien, M.D., 1753 Guardian Bldg., Detroit 26 

G. L. Coan, M.D., 2336 Van Alstyne Blud., Wyandotte 

C. |. Sprunk, M.D., 869 Fisher Bldg., Detroit 2 

S. E. Chapin, M.D., 10149 Michigan Ave., Dearborn 

M. D. MacQueen, M.D., 1654 First National Bank Bldg., 
Detroit 26 

G. D. Beamer, M.D., 13810 Michigan Ave., Dearborn 

A. Z. Rogers, M.D., 20451 Mack Ave., Grosse Pointe 
Woods ; 

E. F. Dittmer, M.D., 18412 Mack Ave., Grosse Pointe 
Farms 30 ; 

W. P. Curtiss, M.D., 3181 E. Jefferson, Detroit 9 


WEXFORD-MISSAUKEE 


R. V. Daugharty, M.D., 302 E. Chapin, Cadillac 
M. R. Murphy, M.D., 122 E. Cass, Cadillac 
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HOUSE OF DELEGATES, 1955 


REFERENCE COMMITTEES, 


CREDENTIALS COMMITTEE, 


AND PRESS RELATIONS COMMITTEE 


CREDENTIALS COMMITTEE 


. Gwinn, M.D., Chairman Hastings 
. Eisele, Ironwood 
" Strong, I sias siith deincdlaia oaleauidacsianisieadsecenaah Ontonagon 
SUA: HII. ccnsisiaisinstsiinccansnnnicewinpaiecriveweonciodebiaal Clinton 


REFERENCE COMMITTEES 


Officers Reports 


Otto VanDerVelde, M.D., Chairman 

NR, SE adcceduckvabnsedinabqvnboneuntenind Grand Rapids 
Louis Jaffe, M.D Detroit 
IIE TIE, snsuirssinessiecencietneawnsscsoniotaneentiodinhs Saginaw 
E. H. Rodda, M.D Grayling 


Reports of the Council 


L. J. M.D., Chairman Birmingham 
S. E. pm i - Siashsinblaiictninaesiniaiaacainiiieastil Kalamazoo 
II aceasta alganeiiasiinnnaaiennielnaaale St. Clair 
SE IIRL, TIN, | iscscivavevonccennvetvicesvesnniienaal Daggett 
L. R. Keagle, i acts tla Battle Creek 
E. S. Parmenter, M.D. 

G. C. 


sdesabeaanioyevessosnacecesedeennesewauneens Alpena 
Penberthy, M.D. 


Se Ae eM HN a Detroit 


Reports of Standing Committees 


H. F. Falls, M.D., Chairman 

a > _ eReereee y= Hancock 
I a cee Fremont 
SSI, TI, asiccesiverescisdiconissinetcoensnents Monroe 
Myer Teitelbaum, i ee ener ee. Detroit 


Reports of Special Committees 


. G. Bacon, M.D Scottville 
. wW. House, ES ee eee anes Greenville 
. D. Risk, | ALA RAITT A, Muskegon 
7. Scott, PT cote cc htt eS Nein ais eee Kalamazoo 


Constitution and By-Laws 


S. L.. Loupee, M.D., Chairman Dowagiac 
C. W. Oakes, i lec iiss aie Harbor Beach 
Ml TS: Benton Harbor 


Resolutions 


: Brosius, M.D., Chairman 


RIOR UE oc osicnio. sachevednaelcedeeseoeieesex Grand Raids 
. ‘olwell, SEE eae ey ES, Flint 


eee ee ree Meats ree 2 Coldwater 
Traverse City 


Rules and Order of Business 


R. A. Rasmussen, M.D., Chairman Grand Rapids 
ae 0lUSCl Oe Pentwater 
We: Fay POs TIEIEINY cenieneinicsiennceinicinicsiopeatacenniastini, Jackson 


Legislation and Public Relations 


F. D. Johnson, M.D., Chairman 

J. J. Lightbody, eR: Detroit 
Ss 5 ij Sp)  Seeeeneeemernerno Lansing 
Bi tik, I II isicidiiedttacncew dpicieenttahciornariteisanargvatibiiaa Manistee 
IRs. O66 NG SHI Kcititievinicnentoantnaaahicanans Ann Arbor 


Hygiene and Public Health 


O. K. Engelke, M.D., Chairman 
2° rere Ishpeming 
A. S. Narotzky, M.D 


Medical Service and Prepayment Insurance 


J. M. Wellman, M.D., Chairman 
Otto O. Beck, M.D 


Lansing 
Bb aceite pe cenuateee aoe eR ER GREENS Birmingham 
K. fF. McGuneele, MD. A cuta cutecmun ght tanec Cass eee Sandusky: 
ik: SI UII icitcaiheincinisciieceomabesonenbeetieginin ‘...---Detroit 
i I, EINE eRittinitntnticamoimentnbaiael Bellaire 


Miscellaneous Business 


G. S. Bates, M.D., Chairman 

H. Q. Groos, M.D 

ee | _ enreenee Mt. Clemens. 
P. E. Sutton, EARNERS SAIN GME RE Royal Oak 


Special Memberships 


C. K. Stroup, M.D., Chairman 

D. A. Bowman, ian ccgedabdelnnaneaia Bay City 
OD Ee GR, BIE Snirciiccirrnesictiwiennsnntorsancareiinnanicnle Detroit 
i i IIo teiitehiecnisincenninansnnsninecncnamanieiie Howell 
A. W E colopiiateneabiocidsieisaniadieeiathdataaan Hillsdale 


Emergency Medical Service 


. L. Lichter, M.D., Chairman 
% RN TIE, .tosiscsonsonreniesiodadencsauevienmonnmantall Pontiac 
oe Ne II ie tieitisientiaiedoniineainkentiedeel Battle Creek 
EB. Umphrey, G's coiseiussindneeclodeesmeeenceiinnernnl Detroit 


Executive Session 


. E. Schiller, M.D., Chairman Detroit 
. J. Ittner, Oa ecdegtaeiiatiiall Midland 

5 ee MII, TRIMS sevcescrcensccosesssscconpen Sault Ste. Marie 
LW. IS MEE : eivcnnincieniceniccesetennit Muskegon Heights 
, Stander, PL Sasibeitniansaticntenseomaeanaanad Saginaw 


Press Relations Committee 


K. H. Johnson, M.D., Chairman 
L. C. Carpenter, Jr., M.D. 
L. Fernald Foster, M.D. 
R. A. Johnson, M.D 
J. E. Livesay, M.D. 
C. L. Weston, M.D. 


Lansing 
Peer Grand Rapids 
shea seep tehbudetee ahem Bay City 


Pee dl halle cer ccpak 2h cheese aed cee Flint 
I ee re eee ee A. Owosso 
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A man who was to become known as “Dr. State 
Board of Medicine” to thousands of medical stu- 
dents and M.D.’s in Michigan first met a mem- 
ber of the medical profession in Bettsville, Ohio, on 
February 15, 1884. At that initial encounter there 
was little of the dignity and understanding that 
was later to mark his contact with medical men; 
only a sharp slap on the 
backside by the doctor 
and a loud wail from the 
infant who was to be 
named J. Earl McIntyre, 
a signature which you 
will find on an important 
piece of parchment hang- 
ing somewhere in the 
offices of most M.D.’s of 
Michigan. 

The “M.D.” was add- 
ed after J. Earl McIn- 
tyre’s name in 1908 when 
he was graduated from 
the former Detroit Col- 
lege of Medicine, now 
Wayne University Col- 
lege of Medicine. Intern- 
ship and a year’s resi- 
dency in internal medicine at Harper Hospital 
followed his graduation; then he returned to Lan- 
sing which had become his home town. He has 
remained in Michigan’s Capital City ever since, 
engaging in active practice for 40 years with the 













































































































































































chasing Pancho Villa during 1916 and 1917 as a 
Captain in the 11th Provisional Field Artillery. 
He had already given up his bachelorhood in 
1914 to marry Sally Barclay of Menominee. 
From that union, the name of McIntyre will 
continue in the medical circles of Michigan, for 
Jack B. McIntyre, M.D., Dr. and Mrs. McIntyre’s 
One son, now is in residency training at Henry 
Ford Hospital, Detroit. And already the possi- 
bility of a third generation Dr. McIntyre has ap- 


peared, since one of J. Earl’s two grandchildren is 
a boy. 
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J. Earl Mcintyre, M.D. 





exception of time spent along the Mexican border | 


To anyone so diligent and hardworking as the 
young J. Earl McIntyre, it was only natural that 
he was to have many interests outside his devotion 
to his first love, the private practice of medicine. 
From his earliest days in Lansing, Dr. McIntyre 
took an active part in medical and professional 
organizations on both the local and state level. 
One of his early extra- 
curricular jobs was as 
member and secretary of 
the original Board of 
Control of the Ingham 
County Tuberculosis San- 
atorium in 1912. Dr. Mac 
also was county physi- 
cian in 1912 and later 
was coroner of Ingham 
County during 1920-22. 
For 25 years from 1920 
to 1945, he was member 
and President of the Lan- 
sing Board of Health. 

His interest in medical 
organization grew and he 
became President of the 
Ingham County Medical 
Society in 1925, and later 
a member of The MSMS Council and its Execu- 
tive Committee. 

All this activity was bound to attract attention. 
In 1928 he was appointed to the State Board of 
Registration in Medicine, later becoming its Presi- 
dent, and, for the past 22 years, its Secretary. 

In 1933, when the offices of the State Boards 
were moved to Lansing from Detroit, Dr. Mac 
was Board President. Therefore he was surprised 
when the Governor handed him the key to the 
new office. When he protested that he was not 
the Secretary, the Governor advised him that as 
of that moment J. Earl McIntyre, M.D., was both 
President and Secretary. Shortly thereafter, when 
the Board unanimously elected Dr. Mac as Sec- 
retary, he resigned as President and he put on the 
badge of office which he has worn ever since. 

With that badge firmly affixed, Dr. McIntyre 
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J. EARL McINTYRE, M.D. 


took up his guard post at the portals of Michigan 
medicine, jealously protecting them against cultists 
and other pseudo doctors and from the product of 
sub-standard and inferior medical schools. The 
result: Michigan has maintained one of the highest 
standards of medical education and licensure in 
the entire United States. 

In this position, he has served as father advisor 
and counselor to a multitude of medical students 
and young doctors. Many—some now leaders in 
their particular fields of medicine—were persuaded 
personally by Dr. Mac to stick out their medical 
education after facing the discouragement which 
at one time or another comes to almost every 
medical student when he finds there’s no easy path 
leading to an M.D. degree. 

Such a busy schedule as Dr. Mac cut out for 
himself finally led in 1950 to an attack of what has 
been called in some quarters the occupational 
disease of the M.D.—a coronary occlusion. With 
that, he gave up even part-time private medical 
practice, and today his pet gripe is “they won’t 
let me do anything to even smell like a man”— 
the result of a strict diet, with no hard beverages 
or tobacco. There are a few diehard ex-patients, 
however, like the man who walked into the office 
of the State Board recently and insisted that he 
wanted a complete physical examination right 
then and there, much to the consternation of the 
staff. 

Through his years as Secretary of the State 
Board of Medicine, Dr. Mac has time and again 
stopped action from many sources to lower the 
standards of medical licensure in Michigan; he 
has resisted or ignored pressures of many kinds 
from many places where there was a question that 
the credentials of an applicant were not adequate 
by Michigan standards. 

Anecdotes of events serious at the time, but 
mellowed through the years, are many. Perhaps 
the favorite concerns the time he discovered that 


two young men, newly arrived for internship at one 
of Michigan’s approved training hospitals, were 
actually graduates in a healing art which still of- 
ficially bears the label of “cult.” The two young 
gentlemen were promptly and quietly escorted to 
the state line, under Dr. MclIntyre’s direction, 
carefully stripped of their phony credentials. 
Full realization of how much of his life has 
been devoted to the State Board of Medicine 
came suddenly the other day when Dr. McIntyre 
signed the license of a young M.D. and then re- 
membered that in his own first year as a member 
of the State Board he had delivered the newly 
licensed doctor and signed his birth certificate. 


Coronary or no coronary, however, you can’t 
keep a man like J. Earl McIntyre from seeking 
new worlds to conquer, even though practice of 
medicine is a thing of the past. His great crusade 
today is the development of a Uniform Medical 
Practice Act, acceptable for the entire United 
States. This has been a project thrust upon him 
as a Committee member for the Federation of 
State Medical Boards of the United States, of 
which he was President in 1941-42, the first M.D. 
from Michigan to be so honored. Another honor 
of which he has reason to be proud is his mem- 
bership on the National Board of Medical Ex- 
aminers from 1945 to 1954. 


Right now the possibility of an influx of men 
holding M.D. degrees from colleges and universi- 
ties beyond the borders of the United States and 
Canada is of considerable concern to members of 
the State Board of Registration and its Secretary. 
Methods for assuring that only those who can 
qualify under the standards set in Michigan for 
American-trained doctors of medicine are their 
present goal. And it’s a good bet that J. Earl 
McIntyre, in his position as guardian of the portals, 
will find a way. 


—A. C. FurRsTENBERG, M.D. 





TRICHOPHYTON TONSURANS RINGWORM 
(Continued from Page 690) 
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Medical Assistant, 


At the 90th Annual Session in Grand Rapids, 
if you should run into a very attractive woman, 
smartly clothed and wearing an equally smart hat, 
she is very likely to be Mrs. Charlotte Ash, Presi- 
dent of the Michigan State Medical Assistants So- 
ciety for 1955. 

Charlotte was born in Vicksburg, Michigan, 
and was graduated from 
Vicksburg High School 
and Parsons Business Col- 
lege. Her ambition while 
attending high school was 
not to work in a business 
office but to become a 
Registered Nurse. Also, 
she thought a great deal 
about entering law school, 
but an illness, and the 
depression with its lean 
years, made the further- 
ing of that ambition an 
impossibility. Business col- 
lege was the alternative. 

She says that she felt 
fortunate to obtain work 
in the “Dirty Thirties” 
since jobs were few and 
far between. Upon completion of business college, 
Charlotte worked for a time for a manufacturer 
of fretted string instruments in the credit depart- 
ment; and at that time, being a busy doctor’s right 
hand was farthest from her mind. 

She married and after her son, now fifteen years 
old and a sophomore in high school, was born, 
she remained at home for about three years, al- 
though during this period she was active in com- 
munity affairs assisting with the work of the 
Rationing Board in Kalamazoo. 

Eight years ago, she began working in the office 
of Homer Stryker, M.D., of Kalamazoo, as a 
medical assistant. When she started this work, Dr. 
Stryker was in private practice alone. However, 
a year later R. Grant Howard, M.D., joined him, 
and four years later Robert E. DeLong, M.D., be- 


came associated. 
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Mrs. Charlotte Ash 





Magna Cum Laude 


Since that time, Charlotte has continued to be 
“our girl Friday” to these three hard-working phy- 
sicians. ‘She has carried the tremendous load 
without apparent effort. Her co-workers have 
stated that she is never critical and never expects 
others to carry her burden of work for her, but 
always finds time to lend a helping hand to those 
who need it. She is al- 
ways even-tempered and 
pleasant to everyone. It 
is no small job to 
keep an office for three 
busy specialists running 
smoothly and efficiently, 
and this she does with 
one asistant. 

Mrs. Ash is a charter 
member of the Kalama- 
zoo County Medical As- 
sistants Society and be- 
came its President in 
1951. The previous year, 
1950, she served on the 
Membership Committee 
of the MSMAS and in 
1953 served as Chairman 
of the Convention Com- 
mittee in Grand Rapids. This was a major un- 
dertaking and Charlotte spent many long hours 
planning for that function. At this Convention, 
Mrs. Ash was voted into office as President-Elect 
of MSMAS and took office as President in Sep- 
tember, 1954. 

Charlotte has always been active in her church 
and its organizations. She is a member of the 
Eastern Star in Vicksburg, and the Library and 
Child Study clubs. Too, she found politics i~ 
teresting and has been active in her party oF 
ganization. She says she enjoys being “the crew” 
for her husband’s fleet of Snipe boats which art 
kept on a lake near their home. 

Along with her home, her family, her work 
as a Medical Assistant, and the various activities 
in connection with being President of the Mich 

(Continued on Page 748) 
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NTHINE® IN DUODENAL ULCER 


LAL ny ae 


Dramatic Remission of Ulcer Pain 


Pain of ulcer is associated with 
hypermotility; the pain is relieved when abnormal 
motility is controlled by Pro-Banthine. 


“Th studying! the mechanism of ulcer pain, it is 
obvious that there are at least two factors which 
must be considered: namely, hydrochloric acid 
and motility. 

‘*... Our studies indicate that ulcer pain in the 
uncomplicated case is invariably associated with 
abnormal motility. ... 

“Prompt relief of ulcer pain by ganglionic 
blocking agents . . . coincided exactly with cessa- 
tion of abnormal motility and relaxation of the 
stomach.” 

Pro-Banthine Bromide (6-diisopropylamino- 
ethyl xanthene-9-carboxylate methobromide, 
brand of propantheline bromide) is a new, im- 
proved, well tolerated anticholinergic agent which 
consistently reduces hypermotility of the stomach 
and intestinal tract. In peptic ulcer therapy? 
Pro-Banthine has brought about dramatic remis- 
sions, based on roentgenologic evidence. Con- 
currently there is a reduction of pain, or in many 
instances, the pain and discomfort disappear 
early in the program of therapy. 


One of the typical cases cited by the authors? 
is that of a male patient who refused surgery 
despite the presence of a huge crater in the duo- 
denal bulb. 


“This ulcer crater was unusually large, yet on 
30 mg. doses of Pro-Banthine [q.i.d.] his symp- 
toms were relieved in 48 hours and a most dra- 
matic diminution in the size of the crater was 
evident within 12 days.” 


Pro-Banthine is proving equally effective in the 
relief of hypermotility of the large and small 
bowel, certain forms of pylorospasm, pancreatitis 
and ureteral and bladder spasm. G. D. Searle & 
Co., Research in the Service of Medicine. 


1. Ruffin, J. M.; Baylin, G. J.; Legerton, C. W., Jr., and 
Texter, E. C., Jr.: Mechanism of Pain in Peptic Ulcer, 
Gastroenterology 23 :252 (Feb.) 1953. 


2. Schwartz, I. R.; Lehman, E.; Ostrove, R., and Seibel, 
J. M.: A Clinical Evaluation of a New Anticholinergic 
Drug, Pro-Banthine, Gastroenterology 25:416 (Nov.) 
1953. 
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Michigan’s Department of Health 


Albert E. Heustis, M.D., Commissioner 


PRLLS 


HEARING AID PROJECT 


Hearing aids for children whose parents are unable 
to buy them are purchased by the Michigan Department 
of Health. Instruments are purchased for children with 
permanent hearing losses who cannot hear speech ade- 
quately but who, with a hearing aid, would be able to 
attend classes with normal hearing children. Needy chil- 
dren under sixteen years of age, where otological exami- 
nation has established the fact that the child has a 
hearing defect which is permanent, are eligible for help 
providing that the child’s parents are interested and 
co-operative and the child can use a hearing aid ade- 
quately. 

Instruments are selected by standard audiological 
methods at non-commercial centers, such as the Univer- 
sity of Michigan, Ann Arbor; Michigan State College, 
East Lansing; Michigan School for the Deaf, Flint; 
Detroit Hearing Center, and the Constance Brown So- 
ciety for Better Hearing in Kalamazoo. 

The children may be trained in the use and care of 
the hearing aid by teachers of the deaf and hard of 
hearing in their own communities. For children living 
where local facilities are not available, short training 
programs have been established at the Michigan School 
for the Deaf in Flint and the Bay Cliff Health Camp 
in the Upper Peninsula. Here children with new hearing 
aids learn how to use and care for the instruments 
properly and are given short intensive work in auditory 
training, language development and understanding, lip 
reading and speech correction. 

Over 200 children have been helped in the project 
and are competing successfully with normal hearing 
children in our public schools. 


FIRST COMMUNITY MULTIPLE 
SCREENING PROJECT POPULAR 


Michigan’s first multiple screening study on a com- 
munity-wide basis opened April 25 in Livingston County, 
to continue through May 20. During the first week, in 
one of the three centers in the county, 1,001 persons 
were screened, taxing both laboratory facilities and 
examining staff. 
of the Livingston County Medical Society, the Living- 
ston County Chapter of the Michigan Division of the 
American Cancer Society and the Michigan Department 


of Health. 


PROPHYLACTICS OTHER THAN 
SILVER NITRATE 


Physicians frequently raise questions regarding the 
Michigan laws and regulations governing the use of 
prophylactic agents in 
neonatorum. 


According to Act 328, Public Acts of 1931—“It shall 


the prevention of ophthalmia 
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The project is under the sponsorship © 


be the duty of the state health commissioner to officially 
name and approve a prophylaxis to be used in treating 
the eyes of newly born infants, and it shall be the duty 
of the commissioner to publish instructions for using 
the same.” 


The Commissioner of Health has compiled with the 
law by naming 1% silver nitrate, in solution, as the 
prophylactic which must be used by any physician, 
nurse or midwife who assists or is in charge at the birth 
of any infant. 


However, as there seemed to be so much interest in 
the use of prophylactics other than silver nitrate, in 
October, 1953, the Commissioner of Health and the 
Council of Health approved a modification to the regu: 
lation requiring the use of silver nitrate, stating that 
other prophylactics under controlled research conditions 
might be used if requests for such research studies had 
been previously approved by the state health com- 
missioner. 


SUMMER TOPICAL FLUORIDE 
PROGRAM CONTINUES 


The increasingly popular summer program of topical 
application of fluoride to children’s teeth is well started 
on its fifth year. Schedules are being set up in 170 
different locations in forty-two Michigan counties and 
some 30,000 boys and girls from three to thirteen years 
of age are expected to receive the fluoride treatments. 


The treatments will be given by fifty-five dental stu- 
dents from the University of Michigan and the Univer- 
sity of Detroit-—junior dentists and dental hygienists. 
After an intensive training period, they will work in 
close co-operation with local dentists, health departments 
and school and civic groups in the localities included 
in the program. A nominal fee charged each child who 
can pay reimburses the students for living expenses. 
This makes the program practically self-supporting. 


Treatment consists of a series of four applications of 
fluoride which prevent about 40 per cent of new dental 
decay. 


Programs of topical application of fluoride are espe- 
cially indicated for areas not served by a municipal 
water supply. They are also advised for about six 
years after water fluoridation has been initiated in 4 
community, to provide protection for children whose 
teeth have wholly or partially developed on non-fluori- 
dated water. 


The place for examination of persons with cance? 
symptoms is the private physician’s office or a cancer 
diagnostic clinic rather than a detection center. 


* * * 


More perspiration and less publicity should be ex 
pended on cancer research. 
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under-powered, inflexible x-ray appara- 
tus. General Electric not only gives you the 
Maxicon ASC — a full-length table of rigid 
construction — but also offers you all this 
for complete fluoroscopic and radiographic 
facilities: a new simplified 200-ma control 
unit ...anew lightweight rotating-anode tube 
... anew full-wave x-ray transformer 


That $4900 price includes, in addition, 
electronic timing, 1/20 to 10 seconds... 8:1 


Now’s the time to step up your radiographic 
facilities. And, remember, you can get the 
Maxicon ASC — without initial capital invest- 
ment—on the G-E Maxiservice® rental plan. 
For full information, see your G-E x-ray re- 
presentative. Or, if you prefer, write X-Ray 
Department, General Electric Company, 
Milwaukee 1, Wisconsin. 


Progress /s Our Most Important Product 


Bucky diaphragm . . . and fluoroscopic screen. 
At extra cost — motor-drive table angulation, 6 E N E rn A L E LE C T R [ C 
spot-film device and 16:1 Bucky diaphragm. 
Direct Factory Branches: 
DETROIT — 5715 Woodward Ave. 


MILWAUKEE — 547 N. 16th St. 
DULUTH — 928 East 2nd St. 
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Resident Representatives: 
FLINT — E. F. Patton, 1202 Milbourne 
E. GRAND RAPIDS — J. E. Tipping, 1044 Keneberry Way, S.E. 
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MICHIGAN STATE MEDICAL SOCIETY ANNUAL SESSION 


Civic Auditorium—Pantlind Hotel, Grand Rapids 


. . NEWS MEDICAL 


PRORG 


Wednesday-Thursday-Friday, September 28, 29, 30, 1955 


MICHIGAN AUTHORS 
Isodore Lampe, M.D., Ann Arbor, is the author of an 


article entitled “Results from Radiation Treatment in 
Cancer of the Buccal Mucosa and Lower Gingiva,” 
published in American Journal of Rentgenology, Radium 
Therapy, and Nuclear Medicine, April, 1955. 

Thomas Francis, Jr., M.D., Ann Arbor, is the author 
of an article entitled “Approach to Control of Polio- 
myelitis by Immunological Methods,” published in the 
Bulletin of the New York Academy of Medicine, April, 
1955. 

H. E. Carnes, M.D., J. E. Gajewski, M.D., J. H. 
Conlin, M.D., Detroit, and P. N. Brown, M.D., North- 
ville, are the authors of an article entitled “Experimental 
Treatment of Typhoid Carriers,’ published in Henry 
Ford Hospital Medical Bulletin, March, 1955. 

Gordon A. Eadie, M.D., Detroit, is the author of an 
article entitled ‘““Lessons Learned from the Detroit Trans- 
mission Division Fire of August 12, 1953,” published in 
Henry Ford Hospital Bulletin, March, 1955. 

James Clark Moloney, M.D., Detroit, is the author 
of an article entitled “Etiology of Mental Health,” pub- 
lished in Henry Ford Hospital Bulletin, March, 1955. 

Harry M. Nelson, M.D., Detroit, is the author of an 
article entitled “Cancer Detection,” published in the 
Henry Ford Hospital Bulletin, March, 1955. 

E. Osborne Coates, Jr., M.D., Detroit, is the author 
of an article entitled “Some Practical Applications of 
Pulmonary Function Studies in Chest Disease,” pub- 
lished in Henry Ford Hospital Bulletin, March, 1955. 

Robert L. Weiner, M.D., Eloise, and Harold F. Falls, 
M.D., Ann Arbor, are the authors of an article entitled 
“Intermediate Sex-Linked Retinitis Pigmentosa’’ pub- 
lished in AMA Archives of Ophthalmology, April, 1955. 

R. K. Ratliff, M.D., F.A.C.S., and W. B. Crenshaw, 
M.D., Ann Arbor, are the authors of an article entitled 
“Ureteral Obstruction From Endometriosis” published in 
Surgery, Gynecology and Obstetrics, April, 1955. 

Robert T. Crowley, M.D., F.A.C.S., New York, N. Y., 
and Warren O. Nickel, M.D., Detroit, are the authors 
of an article entitled “Definitive Treatment of Decubitus 
Ulcers in Paraplegic Patients by Coverage with Trans- 
position Bilobed Flap Grafts,’ published in Surgery, 
Gynecology and Obstetrics, April, 1955. 

Harry M. Nelson, M.D., Detroit, is the author of an 
article entitled “Progress in Cancer Control,” published 
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YOU are invited to attend the Ninetieth 


in American Practitioner and Digest of Treatment, Febru- 
ary, 1955. 

G. C. Brown, M.D., A. S. Babson, M.D., J. H. 
Schieble, M.D., Ann Arbor, are the authors of an article 
entitled “The Effect of Gamma Globulin on Subclinical 
Infection in Familial Associates of Poliomyelitis Cases. 
II. Serological Studies and Virus Isolations from Pharyn- 
geal Secretions” published in the Journal of Immunology, 
January, 1955. 

D. L. Waters, M.D., D. G. Dickinson, M.D., and 
J. L. Wilson, M.D., Ann Arbor, are the authors of an 
article entitled “Clinical Evaluation of Pulmonary and 
Thoracic Elasticity In Chronic Poliomyelitis Patients,” 
published in AMA American Journal of Diseases of Chil- 
dren, January, 1955. 

William S. Reveno, M.D., Detroit, is the author of 
an article entitled “Periodic Health Appraisals—a Boon 
for Patients,” published in the Journal of the Student 
American Medical Association, May, 1955. 

Norman F. Miller, M.D., Ann Arbor, is the author 
of an article entitled “Terminal Care for the Gynecologic 
Cancer Patient,” published in the Journal of the Indiana 
State Medical Association, April, 1955. 

H. D. Ireland, M.D., F.A.C.P., Grand Rapids, is the 
author of an article entitled “Emotional Problems of 
Tuberculosis Hospital Patients’ published in THe Jour- 
NAL of the Michigan State Medical Society, a condensa- 
tion of which is published in the American Practitioner 
and Digest of Treatment, April, 1955. 

George H. Koepke, M.D., Alma J. Murphy, Ph.D., 
James W. Rae, Jr., M.D., and David G. Dickinson, M.D., 
Ann Arbor, are the authors of an article entitled “An 


‘ Electromyographic Study of Some of the Muscles Used 


in Respiration,” read at the Thirty-second Annual Session 
of the American Congress of Physical Medicine and 
Rehabilitation, Washington, D. C., September 8, 1954, 
and published in Archives of Physical Medicine and 
Rehabilitation, April, 1955. 

Donald R. Hagge, M.D., Detroit, is the author of an 
article entitled “Anatomy of the Recurrent Laryngeal 
Nerves in Thirty-Five Dissected Specimens,” published in 
Harper Hospital Bulletin, January-February, 1955. 

Harold Henderson, M.D., Detroit, is the author of an 
article entitled “Uterine Cancer—Salient Points from 
the 1954 International Congress of Obstetrics and 
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NEWS MEDICAL 


(Continued from Page 732) 
Gynecology, Geneva,” published in Harper Hospital 
Bulletin, January-February, 1955. 

Aran S. Johnson, M.D., Detroit, is the author of an 
article entitled “Small Bowel Obstruction By a Vegetable 
Bezoar—Case Report,” published in Harper Hospital 
Bulletin, January-February, 1955. 

John M. Hammer, M.D., Albert DeGroat, M.D., 
and John R. MacGregor, M.D., Kalamazoo, are the au- 
thors of an article entitled “Atabrin in the Treatment of 
Trichomonas Infestation of the Prostate,” published in 
Clinical Medicine, April, 1955. 

Milton J. Steinhardt, M.D., F.A.C.A., Detroit, is the 
author of an article entitled “Urticaria and Angioedema, 
Statistical Survey of Five Hundred Cases” published in 
Annals of Allergy, November-December, 1954. 

E. S. Gurdjian, M.D., J. E. Webster, M.D., F. R. 
Latimer, M.D., S. P. Klein, M.D., and J. E. Lofstrom, 
M.D., Detroit, are authors of an original article “Re- 
cent Advances in Surgical Management of Chromo- 
phobe Tumor of Pituitary” which appeared in JAMA 
of May 7, 1955. 

B. I. Hirschowitz, M.D., D. H. P. Streeten, Dh.Phil., 
H. M. Pollard, M.D., and H. A. Boldt, Jr., M.D., Ann 
Arbor, are authors of an original article “Role of Gastric 
Secretions in Activation of Peptic Ulcers by Corti- 
cotropin (ACTH)” which appeared in JAMA of May 7, 
1955. 





PPREDNTS 


B. E. Brush, M.D., and T. J. Heldt, M.D., Detroit, 
are authors of an article under Clinical Notes. The 
Journal of the American Medical Association, May 7, 
1955 number, entitled “A Device for Relief of Lymph- 
edema.” 

Coleman Mopper, M.D., Herman Pinkus, M.D., and 
Peter Jacobell, M.D., Detroit, are authors of an original 
article “Multiple Sweat Gland Absesses of Infants” which 
appeared in Archives of Dermatology, February, 1955. 

Kenneth A. Wood, M.D., and Laurence A. Pratt, 
M.D., Detroit, are authors of an original article “Alve- 
olar Cell Tumor of Lung” which was published in the 
Grace Hospital Bulletin, Detroit. 

* * * 

Report on Problem of Fee Splitting —JAMA, May 
7 issue (pages 49-50 of the Organization Section) pub- 
lishes the report of the Committee on Medical Prac- 
tices, appointed in 1954, to study the problem of fee 
splitting. The report, presented to the AMA House of 
Delegates in Atlantic City on June 6, recommends that: 


1. A Subcommittee be created to work on a relative 
value scale such as that produced by the thoracic sur- 
geons. This scale, based on points and not dollars, would 
apply to the whole of the practice of medicine and 
surgery. It would indicate the proper relation between 
fees for various medical and surgical specialties. 

2. A program of public education by the AMA De- 
partment of Public Relations on the value of diagnostic 
and medical work be fostered to increase the public’s 
appreciation of non-surgical work. 


(Continued on Page 736) 
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Particularly now... 


Why is KENT the one 
fundamentally different 


“CIGARETTE s 
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le more brands of filter cigarettes that 
® introduced—the more innovations in 
ilering—the clearer becomes the ‘differ- 
“ein KENT. Consider for a moment why. 
Only KENT, of all filter brands, goes to 
“extra expense to bring smokers the 
‘mous Micronite Filter. All others rely 
ily on cotton, paper or some form of 
tlulose, 








filter 


KENT - 


with exclusive 


MICRONITE ‘* 
FILTER 


cigarette? 


Indeed, the material in KENT’s Micronite 
Filter is the choice in many places where 
filter requirements are most exacting. 

With such filtering efficiency, it is under- 
standable why KENT with the Micronite 
Filter takes out even microscopic particles 
—why KENTis proved effectiveinimpartial 
scientific test after test. 

Taste will tell the rest of the story. 


“KENT” AND “MICRONITE” ARE REGISTERED TRADEMARKS OF P. LORILLARD COMPANY 


For KENT’s flavor is not only light and 
mild. It stays fresh-tasting, cigarette after 
cigarette. 

May we suggest you evaluate KENT for 
yourself, doctor? We firmly believe that, 
with the first carton, you will reach the 
same conclusion. As always, there is a 
difference in KENT. And now more than 


ever before. 


























































for modern 


control of 
salt retention 
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CUMERTILIN 


(Brand of Mercumatilin, Endo) 
Tablets 


@ effective oral diuretic with no sig- 


eS 
% een ” 


nificant gastrointestinal irritation! 


@ Suitable for long-term mainte- 
nance therapy. 


@ eliminates need for injections in 
certain cases, lengthens interval 
between injections in others 


®@ basically different in chemical 
structure, extending the therapeu- 
tic choice in organic mercurials 


DOSAGE: | to 3 tablets daily as required. 


SUPPLIED: As orange tablets, in bottles 
of 100 and 1000. Also available— 


CUMERTILIN Sodium Injection, l- and 2-cc. 
ampuls, in boxes of 12, 25, and 100; and 


10-cc. vials, individually and in boxes 
of 10 and 100. 


1. Pollock, B. E., and Pruitt, F. W.: Am. J. M. 
Sc., 226:172, 1953. 


THE G. A. INGRAM COMPANY 
4444 Woodward Avenue, Detroit 1, Mich. 
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Say you saw it in the Journal of the Michigan State Medical Soctety 


(Continued from Page 734) 


3. The American Medical Association encourage the 
various specialty boards in medicine to reappraise the 
value of their regulations restricting the practice of 
those seeking or holding board certificates. 

4. The American Medical Association continue to 


discourage arbitrary restrictions by hospitals against 
general practitioners. 





Beaumont Hospital Displays Cornwell Painting.—The 
William Beaumont Hospital of Royal Oak displayed in 
its waiting room, over a two months’ period, the famous 
Dean Cornwell painting “William Beaumont and Alexis 
St. Martin,’ property of the Michigan State Medical 
Society, through the courtesy of Wyeth, Inc., of Phila- 
delphia who commissioned Dean Cornwell to make this 
famous painting some fifteen years ago. 


The portrait, depicting the historical and _ revolu- 
tionary experiments of Beaumont in stomach physiology, 
has now been moved to the Beaumont Memorial on 
Mackinac Island, for public view during the summer 
months. 

* * * 

Arizona physicians (488 out of 722) expressed their 
sentiments on social security in a recent survey con- 
ducted by the Arizona Medical Association. While only 
sixteen physicians favored compulsory social security for 
doctors, a total of 252 favored a voluntary system of 
social security for M.D.’s (171 were against a voluntary 
plan). A voluntary pension plan for the self-employed 
was favored by 416 (fifty voted in the negative). Only 
sixty-eight voted in favor of the waiver of premium pro- 
visions (for total and permanent disability) while 364 
were against. 

* * * 

Michigan Industrial Medical Association.—The fol- 

lowing are officers this year of the MIMA: 


President: Paul J. Ochsner, M.D. 
President-Elect: Earl E. Weston, M.D. 
Vice President: Millard W. Shellman, M.D. 
Secretary-Treasurer: S. D. Steiner, M.D. 


Oldsmobile Div. 
General Motors Corporation 
Lansing, Michigan 
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The American Public Health Association will hold its 
83rd Annual Meeting in Kansas City, Missouri (Munic- 
ipal Auditorium), November 14-18, 1955. For pro- 
gram and information, write Herman E. Hilleboe, M.D., 
Health Commissioner, State of New York, in care of 
1790 Broadway, New York 19. 


* * 

Harry Nelson, M. D., Detroit, spoke to the Saginaw 
County Medical Society on March 15. His subject was 
“Cancer Detection.” 

* * * 


Edward F. Domino, M.D., of Ann Arbor, was present- 
ed with a research award of $250 by the Michigan So- 
ciety of Neurology and Psychiatry for “Original re- 
search in fields related to Neurology and Psychiatry.” 
Dr. Domino’s award was based on his manuscript “Dif- 
ferential Drug Effects on the Brain Stem Activating and 
Diffuse Thalamic Projection Systems.” 

A graduate of the University of Illinois Medical 
School, 1951, Dr. Domino is now assistant professor in 


pharmacology at the University of Michigan Medical 
School. 


* * * 


Michigan Heart Association Officers.—L. Paul Ralph, 


M.D., Grand Rapids, is President; Earl A. Irvin, M.D., 
Detroit, is President Elect; L. Fernald Foster, M.D., 





essened 


























other 


LH and potass 


Bay City, Secretary; and Mr. 


Charles T. Fisher, Jr, 
Detroit, 


Treasurer. 


Medical men re-elected to the Board were: Carle- 


ton Dean, M.D., Lansing, J. D. Littig, M.D., Kalamazoo, 
Muir Clapper, 'M._D., Detroit, Henry L. Smith, M.D., 


Detroit, Franklin T. Johnston, M.D., Ann Arbor, H. H 
Riecker, M.D., Ann Arbor, Frank Van Schoick, MD., 


Jackson, Milton Shaw, M.D., Lansing, F. Janney Smith, 
M.D., Birmingham. 


The new headquarters of the Michigan Heart As- 
sociation are located in the Doctors Building, 3919 John 
R Street, Detroit (opposite Harper Hospital). 

* * * 

Michigan United Fund.—The United Health and 
Welfare Fund of Michigan, Inc., has changed its name 
—for purposes of brevity—to “Michigan United Fund.” 

* * * 

Doctor Locations.—The Michigan Health Council 
placed, through April 30, 1955, two additional doctors 
of medicine: William J. Cameron, M.D., from Denver 
to Petoskey, Michigan; Walter C. Peltason, M.D., from 
California to Paw Paw, Michigan. 

* * * 


The St. Clair County Medical Society’s Eleventh An- 
nual Clinic Day, held in Port Huron, May 20, presented 
the following guest speakers: Oscar D. Ratnoff, M.D., 
Cleveland, George J. Gabuzda, M.D., Cleveland, Phillip 
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- Send home 


When you feed your babies on Baker’s 
Modified Milk, you are assuring 
yourself and the infant’s parents a 


well-nourished baby. 


Baker’s is not an ordinary canned 
milk. It is a completely prepared 
milk formula designed to produce 
the nutritional results of mother’s 


milk. 


Baker’s is made from cow’s milk of 
the highest quality—Grade A— 
which conforms with the sanitary 
requirements of the United States 
Public Health Service Milk Ordi- 
nance & Code. In this respect Baker’s 
Modified Milk is exclusive in the 
field of proprietary milks. 


a well-nourished, 
happy baby 


All other ingredients—vegetable and 
animal fats, carbohydrate, and syn- 
thetic vitamins—are of the highest 
quality. Manufacturing controls are 
rigid and meticulous—assuring a 
clean, safe, milk from source of sup- 
ply to the time of formula prepara- 
tion. 

And there is little chance of error 
in preparing the formula—simply 
dilute Baker’s to the prescribed 
strength with water, previously 
boiled. 

Baker’s Modified Milk is supplied 
gratis to all hospitals. Tell the nur- 


sery supervisor to put your babies 
on Baker’s. 


Baker's Modified Milk 


THE BAKER LABORATORIES, INC. 


BAKER'S MODIFIED MILK 


Made from grade A milk (U.S. 
Public Health Service Milk Code) 
which has been modified by 
replacement of the milk fat with 
vegetable and animal fats and by 
the addition of carbohydrates, 





Milk Produita Exclusively for the Medical Frugssion 


MAIN OFFICE: CLEVELAND 3, OHIO PLANT: EAST TROY, WISCONSIN 


vitamins and iron. 
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(Continued from Page 738) 
D. Partington, M.D., Cleveland, Lawrence William 
M.D., Detroit, and James C. Wolter, M.D., 
The meeting was presided over by L. F. Mc- 
M.D., under the presidency of James Lauridsen, 





Gardner, 
Detroit. 
Coy, 
M.D. 
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Your Choice of AMA Journals: Dues-paying members 
of the American Medical Association receive their choice 
of either The Journal of the AMA or one of the nine 
special journals as a benefit of paid membership. The 
Special journals include: 

Archives of Internal Medicine 

American Journal of Diseases of Children 

Archives of Dermatology 

Archives of Neurology and Psychiatry 

Archives of Pathology 

Archives of Surgery 

Archives of Otolaryngology 

Archives of Ophthalmology 

Archives of Industrial Health °,” 

The same publication will be mailed from year to year, 
unless the doctor of medicine requests a change. No 
part of AMA dues can be applied as a partial payment 
on any other publications of the AMA. 


DR. BEAUMONT PERSONAL RELIC TO MSMS 
Through the generosity of the St. Louis Medical So- 
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PREDNISONE 





ciety, a magnificent rosewood bed once owned by Wil. 
liam Beaumont, M.D., has been donated to the Michi- 
gan State Medical Society for the permanent exhibit of 
the Beaumont Memorial on Mackinac Island. 

The relic has been in the Beaumont Collection of the 
St. Louis Medical Society since 1947, the gift of Mrs, 
George K. Conant. The bed was first acquired by a 
daughter of Dr. Beaumont, ‘Mrs. Sarah Keim, who years 
later sold it to a close friend (who was Mrs. Conant’s 
aunt) when she moved into an apartment in 1914. Mrs, 
Conant received the heirloom as a gift from her aunt. 

The bed is reported to be in excellent condition, and 
will be placed on display at the Beaumont Memorial 
for the 1955 summer season. 


WHEN IS YOUR BIRTHDAY, DOCTOR? 


From a small beginning, leaders of the Michigan 
Foundation for Medical and Health Education, Inc., 
have hopes that the “birthday contribution” movement, 
which started in Muskegon, will snowball to the point 
where it will play a significant part in building the 
Foundation’s Student Loan Revolving Fund. 

Early participants were William M. LeFevre, M_D., 
of Muskegon, Otto Van der Velde, M.D., of Holland, 
E. L. Carr, M.D., of Lansing, and B. R. Corbus, M.D., 
Grand Rapids, each of whom sent a check to the Founda- 
tion on his birthday. 

With each birthday as a reminder, donors will get 
(Continued on Page 742) 
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A FEW FACTS FOR THE 
BUSY DOCTOR WHO WANTS THE 


Latest Information About 
Filter Tip Cigarettes 


Your patients are interested in cigarettes! 
From the large volume of writing on this sub- 
ject, Brown & Williamson Tobacco Corp. 
would like to give youa few facts about Viceroy. 

Only Viceroy gives you, your patients, and 
all cigarette smokers 20,000 Filter Traps in 
every filter tip. These filter traps, doctor, are 





ONLY VICEROY GIVES YOU 


20000 Filter Traps 


IN EVERY FILTER TIP 


King-Size Filter Tip 
ICEROY 


World’s Most Popular Filter bid Cigarette 


Only a Penny or Two More Than Cigarettes Without Filters ’ 


Jung, 1955 


composed of a pure white non-mineral cellu- 
lose acetate. They provide the maximum 
filtering efficiency possible without affecting 
the flow of smoke or the full flavor of Viceroy’s 


quality tobaccos. 
Smokers report Viceroys taste even better 
than cigarettes without filters. 


TO FILTER-FILTER-FILTER 
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“in the habit” of making yearly contributions, giving Alleg: 
the Foundation a steady income and making it easier Medic 
for contributors to participate by spreading gifts over He c 
a long term. in for 
When is your birthday, Doctor? Your contribution— —_ 
small or large—will be a great help in the effort to assist Th 
young medical students who need a boost to complete ae , 
their education and serve the rural communities of Michi- theirs 
an. 
. * * “G 


One of Michigan’s finest speak- =" 


ers and _ best-known citizens, . 
Charles L. Anspach, Ph.D., will pl 


tion 

















present the traditional Biddle om" 
Lecture, highlight of Officers po 
Night on Wednesday, September f th 
28, at the MSMS 90th Annual ie 
Session in Grand Rapids. dt 
gan. 
Dr. Anspach is President of that 
Central Michigan College of Edu- tion, 
cation, Mount Pleasant, and a pecte 
leader in educational affairs and social service. Before those 
becoming head of Central Michigan in 1939 he was incid 
Chairman of the Department of Education at Michigan 
State Normal College, Ypsilanti, and Dean and Presi- Je 
dent of Ashland College, Ashland, Ohio. the 1 
Curr 
more 
Michigan’s largest county has now joined the and 
growing list of forward-looking counties which the | 
have scrapped the antiquated coroner system in ; 
favor of an up-to-date medical examiner’s office. _— 
So far eight counties have taken advantage of of t 
new law passed by the 1953 Legislature under Nati 
sponsorship of MSMS, three in the April elec- Met 
tion and five last November. eae 
According to information received by MSMS, : 
during the past year, voters in these counties have 
acted to replace coroners with M.D. medical L 
examiners: Wayne, Mecosta, Van Buren, Ottawa, entit 
Wexford, Allegan, St. Joseph, and Hillsdale. Cote 
Oakland, Kent, and Genesee counties already cut 
had set up the medical examiner system under 
special legislation adopted prior to the 1953 act. cut, 
In almost every county, the County Medical 
Society has been a major factor in establishing T 
‘ the medical examiner system. Uni 
vers 
ates Con 
Plea to Force Health Setup Use Denied.—A circuit ca 
judge Tuesday refused to issue a temporary injunction tute 
which would have required five medical agencies to Hot 
permit Dr. William A. Kopprasch, Allegan physician, 
to use the Allegan County Health Center for his prac- C 
tice. ; tute 
Judge Raymond L, Smith said he based his decision hee 
on Dr. Kopprasch’s failure to comply with the hospital's bn 
by-laws in not filling out an application blank for per- 
mission to use hospital facilities. I 
The doctor “should not try to get in the back door pos 
when the front door has not been legally barred,” Smith _ 
declared. * * # Th 
. ; b 
Dr. Kopprasch has filed a $250,000 suit against the = 


Health Center and its board of directors as well as the 


|}MSMS 
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Allegan County Medical Society, the Michigan State 
Medical Society and the Michigan Hospital ‘Association. 
He contends the defendants are conspiring against him 
in forbidding him to practice at the Health Center, a 
community hospital. 

The suit also charged that other Allegan physicians 
are unhappy because he gave testimony contrary to 


theirs in civil and insurance court cases. 
* * * 


“G-Day” in Glendale.—On March 9, 1955, a glau- 
coma-day study was made in Glendale. With a popula- 
tion of 114,400 people, everyone over forty years of 
age was invited to attend a study conducted by the 
Lions Club and eight ophthalmologists and their office 
staffs. 

The suggestion came from Mrs. Harry Gradle, widow 
of the famed Chicago ophthalmologist and glaucoma 
specialist who was trained at the University of Michi- 
gan. Seven hundred and two persons were examined 
that day, having vision tests, tension, fundus examina- 
tion, and where indicated, field of vision. Fourteen unsus- 
pected glaucoma cases were discovered, 2 per cent of 
those examined. This is a striking evidence of the 
incidence of glaucoma. 

* * * 

Jerome W. Conn, M.D., Ann Arbor, has been named 
the new editorial specialty advisor for endocrinology, for 
Current Medical Digest. Dr. Conn has to his credit 
more than 110 publications in the fields of metabolism 
and endocrinology. He served as Council President for 
the Central Society for Clinical Research in 1954, and 
since 1947 has been consultant to the Surgeon General 
of the U. S. Army; member of the Fellowship Board 
National Research Council; member of Committee on 
Metabolism in Trauma of the Armed Services Epidemi- 
ological Board. 

* * * 

LeMoyne Snyder, M.D., Lansing, presented a paper 
entitled “Medicolegal Investigations of Suspected 
Crimes” at the 163rd Annual Meeting of the Connecti- 
cut State Medical Society, held in Stratford, Connecti- 
cut, April 26, 27 and 28, 1955. 

* * * 

The State Bar of Michigan, in co-operation with the 
University of Michigan Medical School and Wayne Uni- 
versity College of Medicine together with the State Bar 
Committee on Medical Jurisprudence and the Michigan 
Law Institute, presented the Second Medicolegal Insti- 
tute, April 21 and 22, 1955, at the Sheraton-Cadillac 
Hotel in Detroit. 

* * * 

Otto Tod Mallery, Jr., M.D., Director of the Insti- 
tute of Industrial Health, University of Michigan, has 
been appointed to the Medical Advisory Council for the 
American Association of Industrial Nurses. 

* * * 

Enzyme Symposium.—A three-day International Sym- 
Posium on Enzymes: Units of Biological Structure and 
Function, sponsored by the Henry Ford Hospital and 
The Edsel B. Ford Institute for Medical Research will 
be held in the auditorium of Henry Ford Hospital, 
November 1, 2, and 3, 1955. 


Interrelationships between enzymology and other fields, 


June, 1955 
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been cleared of the infection by one cours: 
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Pediat. 45:419, 1954 
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Bottles of 100. 
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notably genetics, physiology, biochemistry, and pharma- 
cology, will constitute the general theme of the Sympo- 
sium. The specific topics for the six sessions will be: 
Origin of Enzymes, Status of the Gene-Enzyme Relation- 
ship, Enzymes and Cell Structure, Enzymatic Basis of 
Some Physiological Functions, Cellular Energy Sources, 
and Regulation of Enzyme Activity. More than thirty 
internationally known scientists have accepted invitations 
to participate. 

Interested persons may secure a copy of the Prelimi- 
nary Announcement by writing to Dr. Clarence E. Rupe, 
Henry Ford Hospital, Detroit 2, Michigan. 

Invitations will be sent to as many as can be accom- 
modated. 

- * * 

Eight University of Michigan medical students made 
their first public presentations of scientific papers, Thurs- 
day, May 12, 1955. 

A new educational device in the training of under- 
graduate medical students, the public presentation took 
place in the Main Amphitheater of the University Hos- 
pital sponsored by Alpha Omega Alpha, the medical 
equivalent of Phi Beta Kappa. 

Called “The First Annual Student Night,” the event 
included papers on various subjects in clinical and experi- 
mental medicine, including the use of Cobalt in sterilizing 
tissue culture, alcoholism, metabolism, and enzyme 
studies. 





; a on 





The U-M undergraduate research program is cop. 
sidered unique in that it provides carefully orcanized 
clinical research training for students working toward 
an M.D. degree. Customarily such medical research js 
reserved for graduate students working toward an ad- 
vanced degree. 


Dean Albert C. Furstenberg of the Medical School who 
initiated the program, declared, “The modern medical 
school curriculum is already demanding. Try as we 
have, there seems no way to include 
scientific method.” 


training in 


He added, “Therefore, we are excited that as an extra- 
curricular device, made possible through the financial 
support of pharmaceutical houses and foundations, our 
students are receiving valuable training in laboratory 
investigation.” 

The U-M Medical School makes a limited number of 
$500 research grants available to top undergraduate 
students. Each student develops an interest in a special 
area of medical research, and he is assigned a faculty 
sponsor. 

In the past the student submitted a technical paper 
to the dean and his committee at the end of the research. 
This year for the first time the student will get actual 
practice in presenting his findings publicily. 

Each student was permitted ten minutes in which to 
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ch is of the tndiwidualiyed formula 
to the growing infant 


Karo Syrup...a carbohydrate 
of choice in “‘milk modification’’ 
for 3 generations 


With Karo, milk and water in the universal prescription, 
the doctor can readily quantitate the best formula for each 
infant. Individual infant feeding assures early adaptation 
of the most satisfactory milk mixture. A successful infant 
formula thus lays the foundation for early introduction 
of semi-solid foods. 

Karo is well tolerated, easily digested, gradually absorbed 
at spaced intervals and completely utilized. It is a balanced 
fluid mixture of maltose, dextrins and dextrose readily 
soluble in fluid whole or evaporated milk. Precludes 
fermentation and irritation. Produces no intestinal reactions. 
Is hypoallergenic. Bacteria-free Karo is safe for feeding 
prematures, newborns, and infants—well and sick. 

Light and dark Karo are interchangeable in formulas; 
both yield 60 calories per tablespoon. 


each bottle three generations of world literature. 


CORN PRODUCTS REFINING COMPANY 


17 Battery Place, New York 4, N. Y. 
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read his paper and present his findings. Dr. Holbrooke 
S. Seltzer, assistant professor of internal medicine, wi] 
preside, and Dr. Burton L. Baker, professor of anatomy, 
made the closing critique. 


Students presenting papers were: W. Ford Keitzer, 
physiology, 293 Castle Blvd., Akron, Ohio; Charles L, 
Votaw, anatomy, 1417 E. Hile, Muskegon; Gerald J. 
Gleich, biochemistry, 912 S. Second Ave., Escanaba: 
Nancy F. Thomas, anatomy, 987 S. Shore Dr., Holland: 
John L. London, internal medicine, 408 Cottage, Olivet; 
Victor Bloom, pharmacology, 1445 University Terrace, 
Ann Arbor; Richard D. Stewart, bacteriology, 1448 
University Terrace, Ann Arbor, and Gerald D. Abrams, 
anatomy, 18475 Northlawn, Detroit. 


Research projects conducted by these students were 
variously financed by the National Foundation for In- 
fantile Paralysis, the U-M Michigan Memorial-Phoenix 
Project, the Difco Laboratories, Lederle Pharmaceutical 
Company, and the U-M Undergraduate Medical Re- 
search Fellowships. 


* *% * 


Dr. Louis J. Hirschman was honored at Wayne Uni- 
versity’s 87th annual alumni reunion Saturday, May 14, 
1955, in Detroit’s Sheraton-Cadillac Hotel by being 
presented the University’s Alumni Award. 


Dr. Hirschman, who was graduated from the Wayne 
University College of Medicine in 1899, was honored 
along with Walter F. Carey, president of Automobile 
Carriers, Inc., Vernon L. DeTar, nationally known 
organist and choirmaster; Dr. Joseph J. Katz, senior 
chemist at Chicago’s Argonne National Laboratory, and 
Florence E. Kuhn, assistant superintendent of the Detroit 
public schools. 


The author of several textbooks in his professional 
field of proctology and chapters in the Yearbook of 
‘Anesthesia, Dr. Hirschman is currently associate editor 
of the American Journal of Surgery and of the American 
Journal of Digestive Diseases. 

In addition to teaching on the Wayne faculty from 
1904 until 1946, he has also served as president of the 
Michigan State Medical Society, Wayne County Medical 
Society, American Proctological Society, Wayne Univer- 
sity College of Medicine Alumni Association, Detroit 
Academy of Medicine, and the Detroit Medical Club of 
which he was a founder. In 1952, he was awarded the 
Distinguished Service Citation of the Wayne University 
College of Medicine Alumni Association. 

President Clarence B. Hilberry of Wayne, who pre- 
sented the alumni award, praised Hirschman for his 
“driving search for greater scientific knowledge and im- 
proved surgical procedures, and their quick dissemina- 
tion through conferences and symposia. Wayne,” said 
President Hilberry, “is proud to be the spokesman of 
a grateful community to this great surgeon trained 
among us and returning to us the full gift of his talents. 

Dr. Hirschman now makes his home in Traverse City, 
Michigan. 
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that the following Meyer products 
have been awarded COuncil Acceptance: 


:A004 AMINOPHYLLINE 33/, GR., 10 CC AMPUL 

:A003 AMINOPHYLLINE 71/2 GR., 2 CC AMPUL 

:A005 AMINOPHYLLINE 71/2 GR., 20 CC AMPUL 

7B106 AMINOPHYLLINE 100 MG. (11/2 GR.) TABLET 
:B108 AMINOPHYLLINE 200 MG. (3 GR.) TABLET 

:B109 AMINOPHYLLINE 200 MG. (3 GR.) E. C. TABLET 
:A035 ESTRONE 1 MG., 10 CC VIAL 

:A120 NEOSTIGMINE METHYLSULFATE, 1 CC AMPUL 
:A057 PROGESTERONE 25 MG., 10 CC VIAL 

:A006 SODIUM ASCORBATE 100 MG., 2 CC AMPUL 
:A007 SODIUM ASCORBATE 200 MG., 2 CC AMPUL 
:A008 SODIUM ASCORBATE 500 MG., 5 CC AMPUL 
:A070 TESTOSTERONE SUSPENSION 25MG.., 10 CC VIAL 
:A117 TESTOSTERONE SUSPENSION 50 MG.., 10 CC VIAL 


MEYER CHEMICAL CO., INC. DETROIT 24, MICHIGAN 
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The Tenth Rheumatism Review, a comprehensive re. 
view of the American and English literature of recent 
years, is being made available for the first time to the 
medical profession at cost by the Arthritis and Rheuma- 
tism Foundation. 

Physicians may obtain their copies of the Review by 
sending $1.00 to the Arthritis and Rheumatism Foun- 
dation, 23 West 45th Street, New York 36, New York. 

The 418-page Review is based on material culled from 
2,250 medical and scientific papers published in the 
field of arthritis and the rheumatic diseases over a 
five-year period. Written in straight prose and marked 
for reference, it was prepared by the Editorial Com- 
mittee of the American Rheumatism Association, the 
professional society in the field. The book comes com- 
plete with index and bibliography. 


* * * 


The 1955 AMA Clinical Session will be held in Bos- 
ton, November 29 through December 2, 1955. All doc- 
tors of medicine who desire a place on the Program 
should communicate immediately with the Chairman 
of the Program Committee, Theodore L. Badger, M_D., 
c/o Massachusetts Medical Society, 22 The Fenway, 
Boston 15. Applications for space in the scientific ex- 
hibit should be made now to Council on Scientific As- 
sembly, AMA, 535 North Dearborn Street, Chicago 10, 
Illinois. 


* * * 


Coleman Mopper, M.D., Detroit, on April 12, at 
Savannah, Georgia, addressed the Georgia Medical So- 
ciety on the subject, “Some Dermatological Manifesta- 
tions of Internal Conditions.” 


¥ ~ * 


At the Student American Medical Association’s Fifth 
Convention in Chicago, May 6-7-8, 1955, a record total 
of 1,182 was registered—an increase of 226 over the 


previous record made in 1954. The convention was 
conducted by Executive Director Russell F. Staudacher, 
formerly associated with the Michigan State Medical 
Society Executive Office. 





MRS. CHARLOTTE ASH 


(Continued from Page 728) 


gan State Medical Assistants Society, Charlotte 
has still found time to spend with her old friends 
and with many new. She is not at all disappointed 
about the fact that unforeseen events changed 
the hopes and plans she had made as a high school 
student, for she has found happiness in the career 
of Medical Assistant which she so capably fills. 


Charlotte Ash stands as an excellent example of 
the successful Medical Assistant and the Society 
is, indeed, proud of her. 

—HALLIE CGumMMINS 
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M. O. WOLFE, M.D. A psychoanalytically oriented hos- 
Director of Psychotherapy pital for the diagnosis and treat- 
JOHN D. WHITEHOUSE, M.D. ment of nervous and mental illness. 
Clinical Director Approved by AMA. 
GRAHAM SHINNICK Member of American and Michi- 
Manager gan Hospital Associations. 
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Acknowledgment of all books received will be made in this column, 
and this will be deemed by us as E nw compensation to those 
sending them. A selection will be made for review, as expedient. 





PUBLIC RELATIONS IN MEDICAL PRACTICE. By 
James E. Bryan, Administrator, Medical-Surgical Plan 
of New Jersey. Formerly Executive Secretary, West- 
chester County Medical Society; Executive Secretary, 
New York County Medical Society; Executive Officer, 
The Medical Society of New Jersey; Chairman, Medi- 
cal Society Executives Conference. Foreword by 
Louis H. Bauer, M.D., F.A.C.P., Secretary-General, 
The World Medical Association; Chairman of the 
Board, United Medical Services of New York; Presi- 
dent, American Medical Education Foundation; Past 
President, American Medical Association. Baltimore: 
The Williams & Wilkins Company, 1955. Price, $5.00. 


The physician, as a public servant, must constantly 
strive to do things which meet with public approval. 
The man of medicine is more than a healer. He is a 
member of a community, his County Society, his neigh- 
borhood. He cannot seek seclusion or try to avoid social 
contacts which are implements through which he must 
sell the public that he is interested in their needs and 
problems, and thereby motivated to do mankind a service 
that is sincere and unselfish. 

The author of this text is not a physician, but has 
worked in close alliance with the medical profession for 








ee se ann, 8 RT 


§ 3 





a | _— 


TRUE LUXURY IN FINE SLACKS 


many years. He, therefore, can give a much more 
unbiased expression to the problem of public relations 

The physician is no longer a “tin god” on a pedestal, 
He must project himself into various social strata, com. 
munity functions and government, as he represents him. 
self he represents the entire profession. He must sense 
public needs, sentiments and then sincerly approach 
these needs to a solution. 

This text should be found in every physician’s office 
and is required reading. We must face what the public 
thinks of the profession and then correct what is wrong, 

The author has covered the entire field of public 
relations, as it applies to medicine, in an exhaustive 
manner. The text is extremely well written and is easy 
to read. VBL. 


THE MEDICAL CARE OF THE AGED AND 
CHRONICALLY ILL. With Particular Emphasis on 
Degenerative Disorders, Advanced Cancer and Other 
as yet Incurable Diseases. By Freddy Homburger, 
M.D., Research Professor of Medicine, Tufts College 
Medical School. Boston and Toronto: Little, Brown 
and Company, 1955. Price, $5.75. 


With the advancement of better living conditions and 
medical care, we are adding to the longevity of the 
human race. With all advancements, problems arise. 
The problem of geriatrics is, indeed, a foremost problem 
which is going to become even more important in the 
The problems of the aged and the 
chronically ill are crucial problems that must be met. 


(Continued on Page 752) 


next few years. 
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you will be correctly dressed when you’re wearing a pair 
of tailored slacks from Kilgore and Hurd’s large selection. 
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Utility and 
Appearance 


Combined 





In Nu-Tone, Hamilton 
has achieved the perfect 
union of utility and ap- 
pearance — efficient 
equipment and impres- 
sive furniture in one. 

Here are carefully se- 
lected woods—rich, dur- 
able _ upholstery—satin 
brass drawer pulls and 

» . ~ a knobs—stron construc- 

tion beyond the deman of maximum use. ere, too, is 

DEEP-LUSTRE FINISH skilled craftsmanship with emphasis on your requirements. 

; a ’ To the new office, Nu-Tone gives a touch of distinc- 

Beautiful finishes for your Nu-Tone suite—a choice tion and professional tradition. In the established office 

of multi-coated, deeply lustrous hand-rubbed finishes Nu-Tone suggests contemporary awareness. To any office 

in medium dark walnut with dark brown upholstery Nu-Tone brings attractiveness, convenience and service— 

or blonde ‘mahogany with saddle brown upholstery. first choice of those who want to invest in career-long 
Nu-Tone fits perfectly into any decorative scheme. satisfaction. 


NOBLE-BLACKMER, Inc. 


267 W. Michigan Ave., Jackson, Michigan 
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The text is well written and will be of great value 
to nurses, relatives and physicians alike. The text offers 
to the physician readily accessible knowledge in the care 
of the chronically ill. 

The indexing is well done. The book in its entirety 
is exceedingly well done and can be recommended for 
nurses, practitioners and medical students. V.BLL. 


HEMATOLOGY. By Cyrus C. Sturgis, M.D., Professor 
of Internal Medicine, Chairman of the Department of 
Internal Medicine, University of Michigan Medical 
School and Director of the Thomas Henry Simpson 
Memorial Institute for Medical Research, University 
of Michigan, Ann Arbor, Michigan. 2nd ed. Spring- 
field, Illinois: Charles C Thomas, 1954. Price, $19.50. 


This is the second edition of a text that is becoming 
the bible of hematology. Many revisions have occurred 
since the first edition which makes this voluminous text 
on hematology a “must” for every clinician’s library. 
The author’s clear, concise style of writing reflects a 
tremendous wealth of knowledge, research and experi- 
ence which is placed in print with a clarity that makes 
the text very easy reading. 

The author’s approach to the field of hematology is 
the clinical-morphologic approach which makes the text 
even more valuable. Many texts on hematology approach 
the problem from the morphologic standpoint, which 
appeals to the microscopists and pathologists but loses 
the clinician. This text makes it possible for the clini- 


THE DOCTOR’S LIBRARY 


cian to assimilate both the clinical ahd morphologic 
aspects of hematology. 

The photomicrographs found throughout the text are 
excellent. The tables and graphs are well done and 
easily interpreted. The author’s extensive experience, 
study and contributions to the field of hematology have 
been tremendous, and as the author of a difficult text 
subject such as hematology this text meets the most rigid 
standards as an outstanding contribution to medical 
libraries. 

On the subject of pernicious anemia and macrocytic 
anemias, the author is unexcelled. The subject is covered 
in an exhaustive manner and embraces the recent con. 
tribution to the subject. The subjects of aplastic anemia 
and agranulocytosis are exceedingly well done. The 
entire text embraces the field of hematology in a clear- 
cut exhaustive manner. 

The most recent advances in the field of hematology 
are included within the confines of the covers of this text. 

The indexing is excellent. The bibliography is exhaus- 
tive, recent and replete. 

This text cannot be recommended too highly as a 
“must” for hematologists, clinicians and medical students. 


V.B.L. 
THE CARE OF YOUR SKIN. By Herbert Lawrence, 


M.D. Illus. Boston-Toronto: Little, Brown and Com- 
pany, 1955. Price, $2.50. 


This is a small book of ninety-five pages, written for 


(Continued on Page 754) 
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® SPACIOUS AIRY ROOMS 
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MICHIGAN ALCOHOLIC ALCOHOLIC 


REHABILITATION FOUNDATION 


A NON PROFIT ORGANIZATION OPERATING THE 
FINEST AND MOST UNUSUAL HOSPITAL FOR 


” D4 Philip Neudeck, Vice-President 
IS; ane Chas. L. Kendrick, Secretary 





@ 92 ACRES OF RESTFUL SURROUNDINGS 
® BEAUTIFULLY LANDSCAPED 
@ PRIVATE SPRING-FED STOCKED LAKE Milton Petrie 


® APPROVED BY BLUE CROSS 


LOCATED ON U.S. 16—4 MILES EAST OF BRIGHTON 
12851 E. GRAND RIVER AVE!— BRIGHTON, MICH. Contributions to the Foundation 


TELEPHONE BRIGHTON AC ademy 7-1211 


MICHIGAN 


REHABILITATION 
FOUNDATION 


OFFICERS AND TRUSTEES 


Harry Henderson, President 
Hon. Frank Picard, Vice-President 


T. Allen Smith, Treasurer 
Dr. Charles S. Kennedy 
Hon, Miles N. Culehan 
Jack Schafer 

Nathaniel L. Goldstick 
Benjamin Burdick 
Carolyn Fenwick 
Comm’r. Donald Leonard 
Hon. W. McKay Skillman 


The Michigan Alcoholic Rehabili- 

tation Foundation is a non-profit 

organization devoted to the proper 

hospitalization of alcoholics seek- 
ing to stop drinking. 





are deductible and should be sent 
to 2379 National Bank Bidg., 
Detroit 26, Michigan. 
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Back to first principles for REAL BREAD 





The makers of Pepperidge Farm Bread be- We offer White Bread, too— made with 

lieve in fresh natural ingredients for nutri- unbleached flour, dairy-fresh ingredients: 

tionally valuable and taste- pleasing bread. We suggest that Pepperidge Farm Bread 
So the flour for our Whole Wheat Bread deserves a place on your table. 

is stone-ground in our own grist mills—con- For information about our special SALT- 

tains the wheat germ and all the natural FREE Bread, please write to me. 
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PARAZINE is a pleasant tasting, non-alcoholic, non- 
staining, unusually effective syrup. Recent clinical 
work substantiates earlier observations as to the ef- 
fectiveness of PARAZINE against Ascaris and Ente- 
robius infestations. Administration is both simple and 
safe. Fasting, involved dosage schedules, purges or 
enemas are not necessary. Convenient, economical, 
liquid dosage form is acceptable to all age groups. 





Clinical Sample and Literature available on request. 


Supplied in 4 0z., pint and gallons at pharmacies everywhere. 
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the patient with acne to help him understand the treat- 
ment of his condition. It is an important book because 
a majority of individuals in their teen years and twenties 
have acne. 


The author is a qualified dermatologist and his mate- 
rial is based on modern scientific knowledge. He dis- 
cusses Causes, misconceptions, treatment and even the 
emotional problems of acne. 


The patient would receive more value for his money 
in buying this book rather than buying the highly ad- 
vertised “sure-cures” which may do more harm than 


good. H.E.A. 


THE PRINCIPLES AND PRACTICE OF MEDICINE. 
A Textbook for Students and Doctors. By L. S. P. 
Davidson, B.A. Contab., M.D., P.R.C.P.Ed., F.R.C.P.- 
Lond., M.D. Oslo Physician to H.M. the Queen in 
Scotland, Professor of Medicine and Clinical Medi- 
cine, University of Edinburgh, Physician-in-Charge, 
Royal Infirmary, Edinburgh, and The Staff of the 
Department of Medicine, University of Edinburgh, 
and Associated Clinical Units. Second Edition. Edin- 
burgh & London: E. & S. Livingstone, Ltd., 1954. 
Price, $7.00. 


This text does not approach standard American texts 
on medicine. It is written in a didactic manner, not 
exhaustive. The electrocardiography is limited to stand- 
ard leads. Reference to drugs is sometimes in Edinburgh 
nomenclature. 


THE DOCTOR’S LIBRARY 


This text was born from necessity. It is a compilation 
of a series of lectures given by the authors to medica] 
students over a period of years. The bibliography j, 
minute. 


The index is adequate. The text can be recommended 
as a quick reference and as a text for medical students 
and nurses. VBL 


CIBA FOUNDATION SYMPOSIUM ON THE kKIp. 
NEY. Arranged jointly with the Renal Association, 
Editor for the Renal Association, A. A. G. Lewis, B.Sc., 
M.D., M.R.C.P. Editor for the Ciba Foundation, 
G. E. W. Wolstenholme, O.B.E., M.A., M.B., B.Ch. 
Assisted by Joan Etherington. 125 illustrations. Bos. 
ton: Little, Brown and Company, 1954. Price, $6.75, 


The Ciba Foundation was organized in London in 
1947 as an educational and scientific charity. It provides 
an international center where workers, active in medical 
and chemical research, meet and exchange ideas. The 
membership is small, so the reports are published. The 
kidney study is the ninth. 


The book of 333 pages has five parts: (1) Structural 
and Functional Relationships in the Kidney, (2) Tubular 
Functions Other than the Regulation of Acid-Base Bal 
ance, (3) Renal Share in the Regulation of Acid-Base 
Balance, (4) General Problems of Electrolyte Excretion, 
(5) Renal Share in Volume Control of Body Fluid. 

‘All the papers and discussions are reproduced. In 


all there are twenty-one papers reported with nineteen 
discussion reports. 
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Hospital 
Equipment 


Pharmaceuticals 


Office 
Equipment 


Physicians’ 
Supplies 


e Trusses 


Surgical Garments 


Physiotherapy 
Machines 


Medical Arts Supply Company 


233 Washington S. E. Phone 9-8274 Grand Rapids 3, Mich. 
Medical Arts Pharmacy 
20-24 Sheldon S. E. Phone 9-8274 Grand Rapids 2, Mich. 





DOCTORS IN THE SKY. The Story of the Aero 
Medical Association. By Robert J. Benford, M.D., 
Colonel, Medical Corps, United States Air Force. 
Springfield, Illinois: Charles C Thomas, 1955. Price, 
$8.75. 

This text is a historical compilation of aviation medi- 
cine from 1929 to 1954. The text records the vast 
amount of knowledge and research that has gone into 
the development of aviation and the memorable con- 
tributions to the field. 

The text also records the annual Aero Medical Asso- 
ciation meetings. Of special interest to the Michigan 
group will be the important role played by Dr. F. C. 
Warnshuis of Grand Rapids in the development of avia- 
tion medicine. 

The text is very pleasant reading and informative. 
The text can be highly recommended to all who have 
any interest in aviation, physicians and laymen alike. 


V.B.L. 


PUBLIC HEALTH SERVICE EXPANDS 
FOR CIVIL DEFENSE 


The Public Health Service has been assigned exten- 
sive new defense responsibilities as the result of a delega- 
tion by the Federal Civil Defense Administration to the 
Department of Health, Education and Welfare recently 
approved by the President. A major expansion and 
reorganization of the Commissioned Reserve of the PHS 
a a national defense measure has been announced by 
Surgeon General Leonard A. Scheele. The Service 
expects to commission an additional 2,000 reserve officers 
by June 30, 1955, and present plans call for the com- 


mission ing of another 3,000 officers during the 1955-56 
fiscal \ ear. 
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Battle Creek Sanitarium 


88th Year of 
Continuous Service 


A general medical institution 
fully equipped for diagnostic and 
therapeutic service. Close co- 
operation with home physicians 
in management of chronic dis- 


eases. 


For rates and further information, 
address Box 40 


THE BATTLE CREEK SANITARIUM 
Battle Creek, Michigan 


Not affiliated with any other Sanitarium 
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THE 
MEDICAL PROTECTIVE 
COMPANY. 


ForRT WAYNE: INDIANA 














PROFESSIONAL PROTECTION 
EXCLUSIVELY 
SINCE 1899 
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DETROIT Office: 


George A. Triplett, Representative 
1009 Cadieux Rd., Grosse Pointe Park 
Richard K. Wind, Representative 
17370 Beechwood, Birmingham 


Telephone WO 3-2664 
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Dear Doctor Haughey: 


An article in the February, 1955, issue of THE Journaz 
OF THE MicHIGAN STATE MeEpIcAL SOCIETY entitled 
“Michigan Maternal Mortality Study 1950-1959” 
referred to one of our products, Pentothal, as though 
the name were the common designation for the product, 
Actually, Pentothal is the Abbott trade-mark for 
thiopental. 

We realize that there are thousands of trade-marks 
in use today and that it is impossible for anyone to 
recognize all of them. On the other hand, use of the 
name as a common word may ultimately result in Joss 
of exclusive ownership of the trade-mark, and that is 
why we are writing you. 

We are enclosing an up-to-date list of the Abbott 
trade-marks for your reference, and would greatly 
appreciate it if your proofreader could, whenever any 
of these names is used in future issues of THE JouRNAL 
OF THE MICHIGAN STATE MEDICAL Society, capitalize 
the word, quote it, or otherwise distinguish it from the 
rest of the type. We thank you for any assistance you 
can give us in helping us preserve our trade-marks. 


Very truly yours, 
Joun H. ScuHnemer 


Patent Counsel 
Abbott Laboratories 


Chicago, Illinois 
March 30, 1955 








SAMMOND PLEASANT LODGE 


Offers to the elderly and chronically ill 


Peace and quiet. Freedom of a large and richly 
furnished home and acres of lawns and wooded 
rolling grounds, scientifically prepared tasty 
meals, congenial companionship. A real 


"Home away from Home” 


Appreved by the American Medical Association 
and Michigan State Department of Social Wel- 
fare—Highly recommended by members of the 
Medical Profession who have had patients at 
the Lodge. 


For further information write to: 


SAMMOND PLEASANT LODGE 


124 West Gates Street 


Romeo, Michigan 





Cook County Graduate School of Medicine 


INTENSIVE POSTGRADUATE COURSES 
STARTING DATES—1955 


ee ee Technic, two weeks, July 25, Au- 
gust 
Surgical Technic, Surgical Anatomy and Clinical Sur- 
gery, four weeks, August 8 
Surgical Anatomy and Clinical Surgery, two weeks, 
June 20, August 22 
Surgery of Colon and Rectum, one week, September 19 
General Surgery, two weeks, October 3 
Gallbladder Surgery, ten hours, June 27, October 24 
Thoracic Surgery, one week, October 3 
Esophageal Surgery, one week, October 10 
Fractures and Traumatic Surgery, two weeks, June 20, 
October 17 


GYNECOLOGY—Vaginal Approach to Pelvic Surgery, 
one week, June 6 
Three-Week Combined Course Gynecology and Obstet- 
rics, September 12 
MEDICINE—Two-week Course, September 26 
Electrocardiography and Heart Disease, two weeks, 
July 11 
Gastroscopy, one week advanced course, September 12 
Gastroenterology, two weeks, October 24 
Dermatology, two weeks, October 17 
RADIOLOGY—Clinical Diagnostic Course, two weeks, 
by appointment 
Clinical Uses of Radioisotopes, two weeks, October 10 
PEDIATRICS—Neuromuscular Diseases, two weeks, 
une 20 
Pediatric Cardiology, one week, October 10 and 17 


UROLOGY—Two-week Course, October 10 


TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


ADDRESS: REGISTRAR, 707 South Wood Street, 
Chicago 12, Illinois 
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